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Andresen’s Office Gastroenterology—A New Book! 


Dr. Andresen has extracted from his long and success- 


ful practice the worthwhile essence of his diagnostic 
and therapeutic experience in gastrointestinal disor- 


ful volume 


See SAUNDERS Advertisement on next 2 pages 


Published Weekly at 535 North Dearborn Street, Chicago 10, Illinois. Subscription, $15. Single Copy, 45 cents. 


ders. You will find it all set forth in this new and use- 
ready for you to put to work in the fre- 
quently met and vexing problems of the digestive tract. 
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Andresen— 


OFFICE 
GASTROENTEROLOGY 


WEW! With such a large proportion of today’s pa- 


tients complaining of digestive symptoms, 
this new book is a particularly useful one for a family 
physician to have handy. It gives practical help on a 
wide range of problems. The first section outlines an ef- 
fective plan of attack on gastrointestinal diseases. Dr. 
Andresen briefly describes gastrointestinal anatomy and 
physiology and includes a simple, practical outline for 
history taking and examination. He gives you sensible 
rules fc. successful treatment and guides you in formu- 
lating specific diets. Indications for surgery and_post- 
operative care are carefully considered. The heart of the 
book divides diseases into: Those affecting the entire 
tract; those affecting different parts of the tract; general 
diseases with manifestations in the tract; and liver and 
biliary tract disease. You will find here definite help on 
such conditions as: food poisoning, collagen diseases, 
gastrointestinal cancer, duodenal ulcer, diarrhea, ulcer- 
ative colitis, hemorrhoids, cholecystitis, panercatic  tu- 
mors and cysts, ete. 
You will like Dr. Andresen’s physiologic approach to 
treatment; his emphasis on the importance of minor ad- 
justments in the patient’s diet; his simple presentation 
of medical aspects of diseases of the rectum and anus: 
his warnings on the dangers of indiscriminate use of 
antibiotics, tranquilizers, anti-cholinergics corticos- 
teroids; and the balanced attention he gives to x-ray and 
laboratory examination. 
By ALBERT F. R. ANDRESEN, M.D., Clinical Professor Emeritus of 
Medicine, State University of New York College of Medicine at New 
York City; Attending Physician, Long Island College Hospital; Area 


Consultant in Gastroenterology, Veterans Administration, 707 pages. 
6” x 9%”, with 174 illustrations on 110 figures, $14.00, New! 


BOOKS 
NEW 


Wechsler— 


CLINICAL NEUROLOGY 
NEW [&th) EDITION! 


ical Neurology is 


a volume stressing clinical aspects from start to finish— 


with the patient’s problems always foremost. Its remark- 


able completeness, plus the author’s clear presentation of 


the little things he has learned from his vast personal ex 


perience in diagnosis and treatment are the unique fea- 


tures lifting this book above the ranks of the ordinary 


For each of the myriad of nervous disorders, the author 


carefully describes signs and symptoms, course of disease, 


prognosis, sequelae, diagnosis and treatment. 


New advances and new understanding of recent medical 


developments have been interwoven throughout the entire 


New (Sth) Edition. A new discussion of the hypothalamic 


syndrome has been added. The chapter on the Epilepsies 


and the Convulsive State has been drastically revised. 


A hundred pages are devoted to the examination in all 


its phases—how to recognize deviation in the gait and 


attitude of the patient, how to evaluate speech disturb- 


ances, how to elicit reflexes, the significance of the nature 


and distribution of pain, what to look for in cerebrospinal 


fluid, tests of the cerebral nerves, ete. 


You'll find here a wealth of penetrating advice on the 


management of problems relating to facial tics, muscular 


dystrophies, migraine, sleep and insomnia, multiple scler- 


osis, herpes zoster, meningitis, poliomyelitis, ete. 


By ISRAEL S. WECHSLER, M.D... Consulting Neurologist, The 
Mount Sinai Hospital, New York, 782 pages, 6” x 04”, with 179 
illustrations, some in color, $11.00, New (Sth) Edition: 


Florey—GENERAL 


WEW (2nd) EDITION! 


spark your en- 
thusiasm and supply the stimulus to carry an experimen- 
tal outlook into clinical medicine and surgery as this one 
can. Under the careful editorship of Sir Howard Florey, 
15 British Authorities paint a penetrating picture of the 
changes heralding pathologic lesions and the identifying 
signs accompanying these changes through the various 
stages of disease. 
You'll find illuminating material on a wide range of topics 
and subjects such as: The mechanisms of hemorrhage 
and shock; effects of injury upon metabolism; nature 
of antigens and antibodies; influence of drugs on in- 
flammatory processes; nature of tumor growth; mech- 


American Medical Association is published weekly by the American Medical Association. Subseription price, $15.00 a vear, 45c a copy. Canadian 
Jayton, Ohio under the act of Mareh 3, 187! 


PATHOLOGY 


anisms of fever and edema; effects of radiation; tissue 
reactions to viruses; differences in natural and acquired 
immunity, 

This New (2nd) Edition has been reorganized, rewritten 
in numerous sections, bolstered with the addition of 
up-to-date concepts in many areas of investigation, Nine 
new chapters have been added on the subjects of Throm- 
bosis, Metabolism, Atherosclerosis, Tumors and certain 


aspects of healing. 
Order your copy of this New (2nd) Edition today! 


By 15 BRITISH AUTHORITIES. Edited by SIR HOWARD FLOREY, 
Professor of Pathology. Sir William Dunn School of Pathology, Uni 
versity of Oxford. 932 pages, 6” x 9”, with 344 illustrations. $16.00. 

New (2nd) Edition! 
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PRACTICAL ADVICE FROM 113 AUTHORS! 


Shanks & Kerley— TEXTBOOK Mulholland, Ellison & Friesen— 


OF X-RAY DIAGNOSIS 
VOL 1—THE HEAD AND NECK 
WEW (3rd) EDITION! 


highly respected text on roentgenologic diagnosis in the 
English language. Volume I, on the Head and Neck, is 
now ready in a completely new, and up-to-date revision. 


This is the most 
widely used and 


This volume contains remarkably complete ceverage of 
the important areas of the head and neck. It is a superb 
aid in obtaining the maximum information from x-rays. 
The numerous advances in radiology of the last seven 
years are all here—new techniques, new equipment, and 
new understanding of the principles of interpretation. To 
help you solve your everyday clinical problems, the auth- 
ors have clearly integrated anatomical and _ physiological 
considerations with the x-ray interpretations. 553  ill- 
ustrations show you the vast majority of common head 
and neck lesions that are demonstrable by radiology. 
Small line sketches help clarify particular points. 96 new 
illustrations were added for this New (3rd) Edition. 


The material is divided into 5 sections. Part I, on the 
Central Nervous System discusses techniques of cerebral 
angiography, encephalography, cystography, ete. Descrip- 
tion of pituitary tumors is sharp and well-defined. Part 
II is on the Teeth and Jaws—material not usually found 
in most medical x-ray diagnosis texts. Part III empha- 
sizes localization of foreign bodies in the Eye. Part IV 
covers the Accessory Nasal Sinuses and Part V the Temp- 
oral Bone. 


Watch for Volumes II-IV, to be published 1958-59! 


By 20 BRITISH AUTHORITIES. Edited by S. COCHRANE SHANKS, 
M.D., F.R.C.P., F.F.R., Director, X-Ray Diagnosis Department, Uni 
versity College Hospital, London: and PETER KERLEY, C.V.O.., 
C.B.E., F.R.C.P., F.F.R., D.M.R.E., Director, X-Ray Department, 
Westminster Hospital; Radiologist, Royal Chest Hospital, London. 
Volume I on The Head and Neck. 521 pages, 644” x 94”, with 533 
illustrations. $18.00, New (3rd) Edition! 


|W. B. SAUNDERS COMPANY 


| Please send and charge my account: 


ORDER 
TODAY! 


CURRENT SURGICAL 
MANAGEMENT 


NEW! Here is keen evaluation of the different 


methods of operative attack on 29 common 
but controversial surgical diseases. The book presents the 
major controversies in American Surgery side by side. 
You will find discussed and evaluated such controversial 
subjects as: Chronic duodenal uleer—carcinoma of the 
breast—recurrent pancreatitis—bleeding esophageal var- 
wes—acute cholecystitis—intussusce ption—regional 


is—burns—cancer of the cera ix, ete. 


For each of the diseases or disorders, the editors chose 
the 3 or 4 management procedures in widest use. The 
names of the 76 contributors who have submitted pro- 
cedures read like a roster of “who’s who” in American 
Surgery. Each man explains how he treats a case of a 
particular type and why. He gives you a vigorous de- 
fense of his method along with possible contraindications: 
an outline of his procedure giving surgical indications: a 
summary of expected results; and references to the 
literature where detailed descriptions of method may be 
found. This is not a book of detailed techniques. Each 
section is preceded by an introductory statement by the 
editors, giving you an unbiased survey of the problems 
involved and the significance of the various approaches. 


This volume provides valuable guidance for the general 
surgeon when surgery is required but alternative ap- 
proaches are available. It gives the physician referring 
a patient for surgery a firm background for discussing 
the case with the surgeon. 

Edited by JOHN H. MULHOLLAND, M.D... George David Stewart 
Professor of Surgery, New York University College of Medicine 
EDWIN H. ELLISON, M.D., Associate Professor of Surgery, Ohio 
State University College of Medicine; and STANLEY R,. FRIESEN 
M.D., Associate Professor of Surgery, Pathology and Oncology, Uni 
versity of Kansas School of Medicine, With contributions by 76 
American Authorities. 494 pages, 652" x 9%”, illustrated. $10.00 
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Increase the Scope 
of your Office Practice 
Improve the Accuracy 
of your Diagnosis 
with Williamson’s 
Practical Use 
of the 
Office Labor 
and X-Ray 


(Including the 
Electrocardiograph) 


The useful information that can 
be derived from the proper use 
of your office laboratory and x-ray 
is far more extensive than many 
physicians achieve with their 
equipment. By _ utilizing your 
equipment to maximum benefit, 
you can greatly increase the scope 
of your office practice and add to 
your diagnostic accuracy. 

In clear, understandable _lan- 
guage, Dr. Paul Williamson, in 
his new book, “Practical Use of 
the OFFICE LABORATORY and 
X-RAY” shows you how you can 
utilize your equipment to maxi- 
mum benefit—how you can make 
your laboratory and x-ray valued 
tools to answer specific questions 
designed to confirm or deny your 
original findings and not merely 
instruments to make “routine test 
reports. 


This book is not a compendium 
of techniques. No procedure is 
discussed that cannot be done by 
a home-trained technician in any 
office with a minimum of basic 
equipment. Carefully-organized 
and_intelligently-illustrated, this 
practical guide discusses in detail 
each specific test-the ones you 
do most frequently in your own 
| office —w: the equipment 
| to be used, the technique, the 
interpretation of results and the 
errors most commonly made. 


By PAUL WILLIAMSON, M.D. 
1957, 322 pages, 6%” x 10”, il- 
_ lustrated. Price, $10.75. 


-———--Order on 10 Day Approval. Mark and Mail This Coupon Today!-—-———- 


The C. V. Mosby Company 
3207 Washington Bivd., St. Louis 3, Mo. 

Dear Sir: 

Please send me on 10 day approval the book (s) checked below. I understand that if I am not 
completely satisfied, I can return the book (s) within 10 days with no charge or obligation. If 
remittance is enclosed, publisher 


() Ryan, HEADACHE—DIAGNOSIS AND TREATMENT 

{_] Sherman-Kessler, ALLERGY IN PEDIATRIC PRACTICE 

{_] Kenney-Larson, ORTHOPEDICS FOR THE GENERAL PRACTITIONER... 
{] Williamson, Practical Use of the OFFICE LABORATORY and X-RAY 


Dr. 


Three Highly-Instructive Guides 
to Enhance Your Diagnostic Skill 


Comprehensive Discussion of One of the Most Common 
Complaints of the Patient 


2nd edition of Ryan’‘s 


Headache—Diagnosis and Treatment 

One of the few detailed works on the subject, the 2nd edition of Ryan’s HEADACHE— 
DIAGNOSIS AND TREATMENT discusses all the various types of headache and their 
modern-day treatment. Valuable to the general practitioner and specialist alike, this com- 
prehensive book covers he mag symptomatology, diagnosis and the most effective treatment 
of each type of headache, common and rare. In this recently-published 2nd edition, Dr. Ryan 
discusses many new preparations for treatment and presents current thinking on histamine 
administration, the use of tranquilizer drugs and on Temporomandibular Joint Syndrome 
and Facial Neuralgia. Compact, inexpensive and easy-to-read, this practical book skillfully 
guides you through each ste p from complaint through treatment, including history- taking, 
proper examination from various angles and viewpoints plus radiological and laboratory 
procedures that may be required. 


By ROBERT E. RYAN, B.S., M.D., M.S., F.A.C.S., Department of perateer, St. 
School of Medicine. 1957, 2nd edition, 421 pages, 5%" x 8%”. Price, $6.75 


Practical Advice on Allergic Problems in Children 
Sherman-Kessler’s Allergy In Pediatric Practice 


Answering a long-existant need for a reference on this specialized subject, this recently- 
published book gives more direct and practical coverage of allergic problems in children than 
any previously published book. Based on methods and views proven in actual practice, this 
valuable reference gives you practical guidance to diagnosis and treatment of all the common 
allergic problems that pediatricians and general practitioners are most often confronted with. 
The same helpful format is used in discussing each allergy: etiology, physiology, symptoms, 
diagnosis, treatment and prognosis. You can turn with confidence to this book for all the 
modern methods and the latest methods of testing. In addition, such important aspects as 
injection treatment, the place of antihistamine, hormones and psychiatric factors are discussed 
and evaluated. 
By WILLIAM B. SHERMAN, M.D., Associate Clinical Professor of Medicine, 
of Physicians and Surgeons; Associate Attending Physician, Presbyterian Hospital; 
Roosevelt Hospital, New York, New York; and WALTER R. KESSLER, M.D., Ph.D., 
Columbia University College of Physicians and Surgeons; Assistant Pediatrician, Babies Hospital; 
Attending Physician, Roosevelt Hospital, New York City. 1957, 296 pages, 6%" x 9%”, illustrated. 


Simplifies Diagnosis by Correlating It with the 
Practical Complaint of the Patient 
Kenney-Larson’s 
Orthopedics for the General Practitioner 


Written for general practitioners, pediatricians and others who seek advice on the more 
common orthopedic problems with which they come in contact, ORTHOPEDICS FOR THE 
GENERAL PRACTITIONER is a practical reference that can save you valuable time and 
help you give your patients better orthopedic care. Unique in its presentation, this worth- 
while book simplifies diagnosis by correlating it with the practical complaint of the patient. 
Arranged by regions of the body (ankle, hip, knee, etc.), and by the type of complaint 
referable to that part of the bod thi instructive reference spells out beside each complaint 
the common, likely diagnosis ne the pages on which these conditions are described together 
with the means of differential diagnosis and the standard treatment. Thus, the physician who 
is faced with a complaint with which he is not readily acquainted can find in a few minutes 

the most likely diagnosis and thus be in a better position to prescribe a total program of 
treatment. This book authoritatively discusses orthopedic ae sect of the infant and child 
including congenital anomalies and deformities and has up-to-date information on polio, 


cerebral palsy and leg-length discrepancy. 
By WILLIAM E. KENNEY, M.D., Orthopedic Surgeon, Truesdale Hospital; Medical Director, Cerebral 
Palsy Training Center, Fall River, Mass.; Formerly Instructor of Orthopedic Surgery, Yale University School 
of Medicine, New 4 Conn.; and CARROLL B. LARSON, M.D., F.A.C.S., Professor of Orthopedic 
Surgery and Chairman of Department of Orthopedic Surgery, State University of lowa, Iowa City, Lowa. 
1957, 413 pages, 6%” x 9%”, 180 illustrations. Price, $11.50. 
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Correlates and classifies the clinical 


and allergic manifestations... 


Theodore Schlossman: 
OCULAR ALLERGY 


The first treatment of the subject since Dr. Alan C. Wood’s monograph 
twenty-five years ago. Correlates and classifies the clinical manifestations 
of ocular allergy in accordance with the various allergic mechanisms 
involved. Utilizing accepted allergic principles, ocular hypersensitivities 
are interpreted within the basic categories of anaphylactic, atopic, 
microbial, and contact reactions. Through this approach the clinician is 
better equipped to recognize and evaluate the many forms which ocular 
allergy assumes, and to resolve many other troublesome therapeutic 
problems arising from the fact that different allergic responses 

require different types of treatment. Chapter contributions by 

William B. Sherman, M.D., and Robert S. Coles, M.D. 

By Freperick H. THeoporr, M.D., Associate Clinical Professor of Ophthalmology, New 


York University Medical School; and ABRAHAM SCHLOSSMAN, M.D., Clinical Assistant 
Professor of Ophthalmology, State University of New York 


420 pp., 111 figs., 2 col. pl. (1958) * $12.00 


Two new monographs of interest... 


Hunt; A CONTRIBUTION TO THE STUDY OF PORTAL 
HYPERTENSION 


The Jacksonian Prize Essay, Royal College of Surgeons, 1956. 
By ALAN HENDERSON Hunt, M.A., D.M., M.Ch., F.R.C.S., Surgeon St. Bartholomew's Hos- 


pital and the Royal Marsden Hospital 
244 pp., 205 figs. (1957) + $8.50 


Walton & Adams: POLYMYOSITIS 

A critical description and analysis of muscle diseases characterized by 
weakness and atrophy but whose pathology sets them apart from progressive 
muscular dystrophy. 
By JoHN N. Watton, First Assistant in Neurology, King’s College, University of Durham, 
in the Royal Victorian Infirmary, New Castle upon Tyne; and RAYMOND D. Apams, Bullard 


Professor of Neuropathology, Harvard University and Chief of the Neurological Service, 
Massachusetts General Hospital, Boston 


280 pp., 3 figs., 69 pl., 6 in color (1958) * $7.00 


Plan to attend World Congress of Gastroenterology, 
Sheraton Park Hotel, Washington, D.C., May 25-31 
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CAKE 


A new concept in the orthopedic-type mattress 


N response to a recent survey made 

by Simmons, many physicians sug- 
gested that a new kind of mattress 
was needed to help alleviate chronic 
backache due to lack of proper mat- 
tress support. 

It was evident that certain present 


so-called “posture” mattresses have 
not always been effective ...and bed- 
boards under ordinary mattresses 
sometimes are still inadequate. 

In the Back Care, Simmons solu- 
tion was to place a bedboard in the cen- 
ter of the mattress between two layers 


Here’s how Built-in Bedboard & Double-Coil 
construction help your back: 


1. The upper layer of springs adjusts to 
body contours so that sleeping comfort is 


assured, 


2. The Built-in Bedboard keeps 
the spine properly aligned...exerts 
corrective action close to the back 
where support is needed. 


3. The lowerlayer of springs 
acts as a “floating” mechanism 
for the bedboard, equalizes 
weight and prevents “sag.” 


of inner-springs. This construction 
prevents sag and adds corrective action. 


Developed in consultation 
with orthopedists 
A new principle of mattress support, 
the Back Care, was approved by a 
panel of orthopedic specialists. They 
slept on this mattress to test it for 
themselves and their patients. 

In their stated opinion, the Back 
Care will be an important adjunct to 
the management of backache and, per- 
haps, other disorders requiring a firm, 
comfortable sleeping surface. 

We believe that a demonstration ot 
Back Care will convince you of its de- 
sirability for a great many of your or- 
thopedic patients. 


BAC 
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by SIMMONS § 


PATENT PENDING 
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unblocked 


The patient 
shown here hada stuffy nose. After instillation of just 2 drops of 


hydrochloride (naphazoline hydrochloride CIBA) relieves conges- 
tive swelling of nasal mucosa and obstruction to openings of 
accessory nasal sinuses. When used in allergic and inflammatory 
conditions—hay fever, rhinitis, sinusitis, the common cold—it 
acts in 2 minutes, effect lasts as long as 6 hours. Usually no 
irritation or congestive rebound. C IBA Summit, N.J, 
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Pr in each nostril he was able to breathe freely again. Privine® 


Protein... of excellent quality 


Energy ... readily available 


B vitamins... high in proportion 
to calories 


Minerals. .. especially iron and 
calcium 


integral, compatible in most all diets 
in health and disease...regardless 
of dietary adjustment needed. Its 


fat content is minimal. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive . Chicago 6, Illinois 
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a new skeletal muscle relaxant 
for long-lasting relief 
with practical dosage 


Chlorzoxazonet 


ParaFLEx Chlorzoxazone is 5-chlorobenzoxazolinone, a completely new skeletal 
muscle relaxant. Acting on the spinal cord, PARAFLex selectively depresses the 
multisynaptic reflex arcs which maintain painful muscle spasm. In the treatment of 
arthritic, rheumatic or traumatic disorders in which spasm is present, PARAFLEX pro- 
vides the physician with an unsurpassed combination of specific, practical and clini- 
cally important advantages. 


ef Ffec tive action Clinicians report: PARAFLEX was found to be a most effective 
muscle relaxing drug.’ Improvement was noted in advanced osteoarthritis involving 
the spine as measured by decrease in muscle spasm and lessening of pain.? Symp- 
toms were at least partially alleviated in all patients treated.* Therapy with PaRAFLEx 
provided gratifying relief—no side effects were noted in this study.* 


long -last ing rel ief An investigator reports on 148 cases: In most patients, the 
beneficial effects of PARAFLEX persisted for approximately six hours.’ 


pract ical dosa Le Dosage of ParaFtex is usually only one or two tablets, three 
or four times a day. In experimental studies, PARAFLEX was from one and one-half to 
three times as potent as other commonly used muscle relaxants. 


side ef fects rar€ Inacomprehensive study, not one of 148 patients treated with 
ParaFLex had to discontinue therapy because of side effects.’ Side effects are un- 
common and seldom severe enough to require discontinuation of the drug.° 
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Clinical results with PARAFLEX 


Number of Number of 
Patients Treated Patients Benefited 


Investigator Disorder 


Wiesel? 


Holley* 


Settel* 


Passarelli* 


Passarelli® 


advanced osteoarthritis 12 


wry neck, cervical spondylitis, 10 
and disc syndrome 


acute low back pain, acute 
traumatic myofascitis, or 
osteoarthritis 


degenerative and rheumatoid 
arthritis 


varied arthritic, rheumatic, and 


10 


10 


less muscle spasm and pain 


improvement, ranging from some 
amelioration of symptoms to 
profound relief 


response excellent in nine, good 
in five 


improvement, with less stiffness 
and freer motion 


less stiffness, less pain 


traumatic disorders 


Totals: 


dosage PARAFLEX is administered orally in the form of 250 mg. scored tablets. Relief may frequently 


be obtained on a dosage of one tablet (250 mg.) three or four times a day. Initial dosage for severe 
muscle spasm should be two tablets (500 mg.) three or four times a day. If adequate response is not 
obtained with this dose, it may be increased to three tablets (750 mg.) three or four times a day. As 


improvement occurs, dosage can usually be reduced. 


Brochure available on request. 
! ‘Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


s 1) Smith, R. T,, to be published. 2) Wie: “i, L. L., Personal communication. 3) Holley, 
H. L., Personal communication. 4) Settel, E., Persona communication. 5) Peak, W. P, and Smith, 


R. T, to be published. 6) Passarelli, E. W., Personal co. ‘wnication, 


*Trade-mark 
TU.S. Patent Pending 


LABORATORIES, INC. PHILADELPHIA 82, PA. 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial 


duce NEOHYDRIN 


BRAND OF CHLORMERODRIN 


LAKESIDE 


ge 


the first names 
in hematology 
call 

ferrous Iron 

the last word in 
IRON: THERAPY 


Castle, Dameshek, Minot, Moore, Stevenson, Strauss, Wintrobe ... these are only a few of the 
many well-known hematologists who have recognized ferrous iron as the preferred form of iron. 


‘Feosol’ is, of course, a superior presentation of ferrous iron: exsiccated ferrous sulfate. 
‘Feosol’, and ‘Feosol’ alone, is all that’s required to correct simple iron-deficiency anemias. 


Just three or four ‘Feosol’ tablets daily should produce a rise in hemoglobin which often averages 
more than 1% per day—and a satisfactory reticulocyte response in one week. 


FEOSOL ree & Elixir 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. US. Pat. Off. 
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Contribution 
Cereal and Milk 


Breakfast Cereals are an important carrier of milk in the diet. \n 
the average year, over three and two-thirds billion quarts of 
milk are eaten with cereals alone, accounting for about 15 per 
cent of the annua! per capita fluid milk consumption. During 
April the American Dairy Association and the Cereal Institute 
are cooperating in a “Cereal and Milk Festival” to promote 


this great food team. 


The bar chart opposite shows how the food values of the cerea! 
and milk serving—one ounce of hot or ready-to-eat breakfast 
cereals* (whole grain, enriched, or restored), four ounces of 
milk, and one teaspoonful of sugar—complement each other in 


their contribution of essential nutrients. 


If a line is drawn from the upper left corner to the lower right 


corner of the chart, the statement that the cereal and milk 


serving makes— 


“A Fifty-Fifty Contribution” 


—is graphically demonstrated. On a mathematical basis, con- 


sidering the over-all nutritional contribution 100 per cent, the 


cereal contributes about 50 per cent, the milk about 48 per 


cent, the sugar about 2 per cent. 


*Composite average of all breakfast cereals on dry weight basis 


CEREAL INSTITUTE, 1nc., 135 South La Salle Street, Chicago 3 


A Research and Educational Endeavor Devoted to the Betterment 
of National Nutrition 
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CEREAL MILK SUGAR 


In the above chart, 100 per cent equals the total amount 
of the nutrients common to both and calories supplied 
by the cereal serving. The red and gray bars represent 
the percentage contribution of nutrients and of calories 
made individually by the cereal and by the milk of the 
cereal serving. This shows that in five out of the nine 


nutrients, as well as in calories, the breakfast cereal 
alone provides more than 50 per cent of the total 
amounts contributed by both cereal and milk, and 
almost 50 per cent of the protein. These figures demon- 
strate the excellent manner in which cereal and milk 
supplement each other. 


In the cereal serving, cereal and milk supplement each other in the various nutrients. The nutrients that are 
in smaller amounts in the milk, such as niacin and iron, are supplied in larger amounts by cereal, and vice 
versa. Cereal is low in calcium and B, (riboflavin), for instance, and milk supplies these in greater propor- 
tion. This is an outstanding example of nutritional supplementation. 


The average cost of the cereal and milk serving 
is § cents, based on current retail prices. Few 
indeed are the foods which, for this small cost, 
can make such a contribution to the satisfaction 
of daily nutritional requirements. 


you never 


outgrow your need 
for Cereal and Milk 
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Make Quick Energy 


New flavor 
incentive 
Sor low fat 


INSTANT 
WONFAT 


Carnation Instant nonfat dry milk 
can be self-enriched for 25% more protein 
and better flavor than ordinary nonfat milk! 


25% more nutrition and better flavor, too! The secret is the Carnation 
crystal form of nonfat milk — a form which adapts ideally to self- 
enrichment. The addition of one tablespoon of crystals per glass or 
14 cup extra crystals per quart brings a new standard of fresh, deli- 
cious flavor to your patients, gives them an additional 25% nonfat 
milk nutrition with each serving. Result: “Difficult” patients respond 
to a richer and more palatable flavor, require 25% less fluid bulk to 
obtain the same amount of nutrition. 

CONVENIENT: Carnation Instant ‘Magic Crystals” mix completely— 
even in ice-cold water—with just a slight stir. Always ready to drink 
immediately—in the office—at home or away from home. 


DOCTOR—you, too, would enjoy the wholesome taste and the nourish- 
ing refreshment of this different and delicious nonfat milk discovery. 
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Representative C 


premenstrual onset of 


tension 


IS d state marked relief 


of stress 


EQUANIL 
Meprobamate 
PHENERGAN® HCI 
Promethazine HC! 


SPARINE® HC! 
Promazine HCI Wyeth 


® 
A Wyeth normotropic drug for neorly Philadelphia 1, Pa. 
every patient under stress 


marked b 


anxiety 
is the voice of stress 


nerv- 


muscular 


Meprobamate 


Relieves tension—mental and muscu!*~ 


Secretary: married, nulliparous 
Recurrent premenstrual | 
ousness; sritability> fatigues headache, 
aches; and cramps: Daily meprobamate therapy 
the succeeding menstrual period at 
symptom> and was continued until 
the third The medication js taken 
jarly this schedule, and the patient reports 
_poth somatic and psychic: 


(ne Temptation Jou AY, houldnt Presist / 


Fleetwood coachcrafting . . . the feeling of security that 
comes with Cadillac’s marvelous safety and depend- 
ability . . . and the pride-quickening knowledge that 
you are master of the Standard of the World! 


Perhaps it has occurred to you that you should visit 
your Cadillac dealer and take the wheel of a 1958 
Cadillac for yourself—to see if this new “car of cars” 
is as wonderful to drive as it is to behold. 


Well, that’s one temptation you certainly shouldn’t 
resist. For it will be an experience that will transcend 
even your fondest expectations. 


Through every mile, there is performance that is 
incredibly smooth and responsive . . . the luxury of 


Sound wonderful? Well, as we said—if you’ve been 
tempted, you should delay no longer. 


The car is waiting for you now—and your dealer 
will be happy to give you details on all the new 
Cadillac models, including the Eldorado Brougham. 


VISIT YOUR AUTHORIZED CADILLAC DEALER 


Light the Way to Safety—Aim Your Headlights ° 


Every Window of Every Cadillac is Safety Plate Glass 


FORWwARO FROM FIFTY 


CADILLAC MOTOR CAR DIVISION - GENERAL MOTORS CORPORATION 
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every Clinical 
consideration 
recommends 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


ultimate peplacement for the older tetracy Hcl” 
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improvement 
and an ultimate replacement 
for the older tetracycline 

hydrochloride” ’ 


).$ PAT. NO. 2,791 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


e Significant tetracycline serum levels for 24 hours 
on a single intramuscular dose”® 


e Faster, higher, more prolonged tetracycline serum levels for 
earlier and more certain control of infection’”*”” 


e A single, pure antibiotic 
(not a mixture) 


Bristol 


Clinically 


e Equally effective orally, b.i.d. or q.i.d.””” 


e A convenient dosage form for 
every member of the family 


A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 


Tetracycline phosphate 
complex—each capsule 
equivalent to 250 mg 
tetracycline HCI activity. 


TETREX 
Pediatric Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg. 
tetracycline HCI activity. 


TETREX 
Intramuscular 
250 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv- 
alent to 250 mg. tetracy- 

cline HCl activity. 


TETREX 
Intramuscular 
100 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv- 
alent to 100 mg. tetracy- 

cline HCI activity. 


*® of Astra Pharm. Prod 


TETREX Syrup 
Tetracycline (phosphate 
buffered) Syrup — each 
5-cc. tsp. equivalent to 
125 mg. tetracycline HCl 
activity. 


TETREX 
Pediatric Drops 
Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HC! activity. 


Available for your 
prescription at all 
leading pharmacies 


_ 
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Absorption studies show: 


Faster, higher, more prolonged tetracycline serum levels 


After oral administration— 


SINGLE 250-MG. CAPSULE TWO 250-MG. CAPSULES 
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Average serum levels aftér adminis- 
tration of a single 500-mg. dose: “ap- 
proximately twice as great” as those 
of a group receiving an equivalent 
dose of tetracycline HCI."! 


A composite of three separate absorp- 
tion studies: serum levels “substantially 
higher’? or “markedly higher’'? than 
with tetracycline HCl, and absorption 
“about twice as efficient.”5 


After intramuscular administration— 
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IN NEWBORN INFANTS 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
newborn infants.© Dose: 25 
mg./Kg. “Therapeutic” lev- 
els for at least 24 hours. 


IN YOUNG CHILDREN 
Median tetracycline serum 
levels following intramuscu- 
lar injection of TETREX in 
young children.® Dose: 15 to 
25 Kg. ‘Surprisingly 
high” levels at 3 and 24 hours. 


IN GERIATRIC PATIENTS 
Average serum levels follow- 
ing intramuscular injection of 
a single 250-mg. dose in geri- 
atric patients.2 “Adequate” 
amounts of tetracycline ac- 
tivity present after 24 hours. 
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SY “,..an improvement 
and an ultimate replacement 
for the older tetracycline 
hydrochloride” ’ 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


Clinically proven—It has been determined that “blood 
concentrations correlate well with clinical response.”* In 
clinical studies, the assurance that TETREX “would be 
[highly] effective in treating infections due to susceptible 
organisms”’'! has been fully confirmed. 


Typically, when TETREX was administered to 686 patients 
in two studies, “all patients infected with tetracycline- 
sensitive organisms responded satisfactorily to therapy.” 


A “remarkably low incidence of side reactions”! has been 
reported. In four studies involving 480 patients, for in- 
stance, side effects were so negligible as to require with- 


7.9,10 


drawal of therapy in only 2 cases. 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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A suitable TETREX 
dosage form for every 
member of the family 


TETREX Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 250 mg 
tetracycline HCI activity 


TETREX 
Pediatric Capsules 
Tetracycline phosphate 
complex—each capsule 
equivalent to 100 mg. 


tetracycline HCI activity. 


TETREX 
Intramuscular 
250 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv- 
alent to 250 mg. tetracy 

cline HCl activity. 


TETREX 
Intramuscular 
100 Mg. 
with Xylocaine* 
Tetracycline phosphate 
complex—each vial equiv- 
alent to 100 mg. tetracy- 

cline HCI activity. 


*® of Astra Pharm. Prod 


TETREX Syrup 
Tetracycline (phosphate 
buffered) Syrup — each 
5-cc. tsp. equivalent to 
125 mg. tetracycline HCl 
activity. 


TETREX 
Pediatric Drops 


Tetracycline (phosphate 
buffered) Syrup — each 
cc. equivalent to 100 mg. 
tetracycline HCI activity. 


Available for your 
prescription at all 
leading pharmacies 
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€ ac With ‘Combid’ Spansule sustained release capsules, 


your ulcer patients are protected all night long with 


just one capsule at bedtime. They do not require med- 
ication one or more times during the night as do many 
patients on multiple dose regimens. 


Each ‘Combid’ Spansule capsule contains Darbid* 
(isopropamide, S.K.F.), 5 mg.; and Compazine? (pro- 
chlorperazine, S.K.F.), 10 mg., in sustained release 
form. One ‘Combid’ Spansule, b.i.d., provides 24-hour 


anticholinergic, antiemetic and tranquilizing action. 


Com DI” capsules 


b.id. 


anticholinergic — antiemetic — tranquilizer in sustained release form 


Smith Kline & French Laboratories, Philadelphia 


*® Trademark tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. tT.M. Reg. U.S. Pat. Off 
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virtually no serious side actions 
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FROM THE WASHINGTON OFFICE OF 


House Committee Reports on Filter 
Cigarette Ads . . 
Pretesting of Chemical Additives to 
Foods Advised . 


HOUSE COMMITTEE CRITICAL OF 
CIGARETTE INDUSTRY 


Both cigarette manufacturers and the Federal 
Trade Commission came under fire of a House 
Government Operations Committee on the issue of 
filter-tip cigarettes. Winding up a study begun last 
session, a subcommittee headed by Representative 
Blatnik (D., Minn.) saved its strongest words for 
the industry. Its four major conclusions are as fol- 
lows: 

1. Originally filters removed a high proportion of 
tars and nicotine, but later darker and heavier to 
baccos were substituted for light cigarette tobacco 
to improve the taste. The result was more tar and 
nicotine going through to the smoker despite the 
filters. 

2. Cigarette manufacturers have “deceived the 
American public through their advertising of filter- 
tip cigarettes. Ironically, while denying the alleged 
health hazards of cigarette smoking, the cigarette 
industry has, in its advertising, made these charges 
appear true.” 

3. The effectiveness of this “deceptive advertis- 
ing is evidenced by the rise in filter cigarette sales. 
The American public has paid premium prices of 
two to six cents per pack for filter cigarettes for 
‘protection’ they did not receive.” 

4. The Federal Trade Commission has “failed in 
its statutory duty to prevent deceptive acts or prac- 
tices in filter cigarette advertising. The activities of 
the commission to prevent this deception were 
weak and tardy. As a result, the connection be- 
tween filter-tip cigarettes and ‘protection’ has be- 
come deeply imbedded in the public mind.” 

5. The FTC has “failed to approach the problems 
of false and misleading advertising with vigor and 
diligence.” 

The committee report quoted the FTC as stating 
that one of its difficulties has been the lack of uni- 
form procedures for testing the smoke of cigarettes. 
“Cigarette testing on nicotine and tar content has 
been carried on by private organizations for at 
least five years,” the report notes. It then cites, 
among others, studies by Consumer Reports and 
material published in THe Journat in 1953 and 
1954. 

“Notwithstanding all of this published material 
and in apparent disregard of the cooperation that 
these organizations and other government agencies 


THE AMERICAN 


MEDICAL ASSOCIATION 


would undoubtedly have afforded it, the record of 
the commission in the area of testing has been one 
of inaction,” the report declared. 

The subcommittee stressed that it was not seek- 
ing to evaluate the epidemiologic studies of the 
American Cancer Society, the Public Health Serv- 
ice, and the Study Group on Smoking and Health. 

“The controversy concerning casual relationship 
between cancer, heart disease, etc., and cigarette 
smoking rages on, and undoubtedly the controversy 
has spurred additional research to isolate carcino- 
genic agents in cigarettes or to refute the conten- 
tion that cigarettes are a factor in cancer causation 
or a health hazard in other respects. There can be 
little doubt that the emergence of the filter ciga- 
rette is attributable to the widespread public belief 
that cigarette smoking is a health hazard.” 

The industry also was criticized for failure to tes- 
tify after “repeated invitations to appear.” Com- 
mented the report: “It is indeed most reprehensible 
that the tobacco industry should so shirk its vast 
responsibilities to the consumer and apparently 
conspire to boycott the hearings of a congressional 
committee.” 

Although the committee does not propose any 
specific legislation in this field, it calls on FTC to 
study its own organizational structure, procedures, 
and personnel and “take such action as will insure 
that the commission will be able to promptly and 
effectively prevent deceptive practices and mislead- 
ing advertising.” 


SHIFT OF TAX POWER AND GRANTS 
TO STATES PROPOSED 


Secretary of the Treasury Anderson, who is co- 
chairman of the Joint Federal-State Action Com- 
mittee, says his group is working hard at solving 
the problem of what taxes to turn over to the states 
in return for state assumption of federal responsi- 
bilities. One proposal by the presidential study 
group has been the partial relinquishing of the fed- 
eral tax on local telephone service. The states, in 
turn, would take over vocational education and con- 
struction of waste treatment plants. 

The many problems in this whole broad field, in- 
cluding that of federal health grants, also are under 
study by a House government operations subcom- 
mittee headed by Representative Fountain (D., 
N. C.). Mr. Anderson and Governor Lane Dwinell 
of New Hampshire, co-chairman of the joint com- 
mittee, were the first witnesses heard by the House 
committee. 

Representative Holifield (D., Calif.) questioned 
whether the states could be depended upon to as- 
sume functions left to them by the federal govern- 
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ment and, similarly, whether tax sources turned 
over to the states would be used for the programs 
originally designated. Secretary Anderson com- 
mented: “If, in fact, the redistribution of functions 
is a worthy objective, then we have to face up to 
these problems.” 

Mr. Anderson said there were many factors be- 
hind the shift in power from the states to the fed- 
eral government. “The economic problems of the 
1930's, the emergency of war, the view of some that 
almost any problem common to localities is to some 
extent a national problem and therefore subject to 
federal responsibility, the reluctance in many cases 
of state government to work out solutions to loca! 
problems . . . all these help to account for the grow- 
ing centralization of governmental power so evi- 
dent in recent decades,” the Secretary testified. 
“With this growth of federal power, the position of 
the states has been ivaitnel” 

Secretary Anderson made the following addi- 
tional points: 1. The joint committee seeks only to 
transfer authority and financial responsibility to the 
states, not to curtail or abolish programs. 2. Federal 
programs once started, “develop a certain stubborn 
capacity to survive .. . many times continued fed- 
eral support does no more than supplant local 
initiative and responsibility.” 

He said that legislation authorizing federal 
grants to states should include a “close-out pro- 
vision to prevent federal usurpation of state respon- 
sibility.” If new grants must be established, “let 
them be limited to national need, limited in dura- 
tion, limited to the stimulation of state action.” 

Governor Dwinell said that if Congress and the 
states adopt the recommendations of the joint com- 
mittee that is continuing its work, “I believe it will 
signify an important step toward renewing in this 
day and age the true role of state and local govern- 
ments—to enhance the opportunity and obligation 
of the citizens of this nation to share in the control 
and direction of their governments.” 


BILL PROPOSES PRETESTING OF CHEMICAL 
ADDITIVES TO FOOD 


The argument over the danger of chemical addi- 
tives to food may come to a head during this ses- 
sion of Congress. 

Chairman John Bell Williams (D., Miss.) of the 
health subcommittee of the House Interstate and 
Foreign Commerce Committee has introduced a 
bill that would, among other things, require pre- 
testing of chemical additives and their approval by 
the Secretary of Health, Education, and Welfare. 

During the last session extensive hearings were 
held on this subject, culminating in a two-day panel 
where 15 experts testified before the committee. 

Until the panel was heard, witnesses generally 
indicated that they favored some form of federal 
supervision but differed on the degree of control. 

While the panel members did not approve or 
disapprove any policy, they appeared to come to 
some conclusions. They agreed that there are cer- 
tain technical advantages, if not necessities, in- 
volved in additives: they reduce waste, make foods 
more attractive, and often aid in processing and 
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shipment—but they should not disguise a product 
or deceive the consumer or reduce nutritional value 
in any important respect. 

It was generally agreed that pretesting of any 
chemical additive offered to the public was neces- 
sary, but many witnesses testified that pretesting 
already was being done—and sufficiently exten- 
sively—by the manufacturers. It was also empha- 
sized that insistence by the federal government on 
uniform testing techniques would stifle food scien- 
tists’ constant search for newer and better process- 
sing methods. 

The panel discussions also brought out that no 
relationship between chemical additives and cancer 
had been proved, although many attempts had 
been made to trace a relationship. 

Mr. Williams’ bill attempts to answer all objec- 
tions to federal control over additives and yet set 
down realistic requirements. 

It would apply only to “new” additives, which 
would be defined as “any substance . . . intended 
to be newly used .. . in the manufacture, packing, 
processing, preparation, or other fabrication of any 
food . . . but which (additive) is not generally rec- 
ognized, among experts qualified by scientific train- 
ing and experience . . . as safe for use. . . .” 

Thus the requirements would not apply to addi- 
tives already in use and about which there is no 
substantial question as to safety. Nor would it ap- 
ply to well-known chemicals whose safety has been 
established if they are used in the processing of 
food for the first time. 

For other “new” chemicals, the bill would require 
that (1) they be pretested, to produce certain in- 
formation as required by the Secretary of Health, 
Education, and Welfare, (2) the testing data be 
submitted to the Secretary, (3) the Secretary com- 
plete evaluation of the data within 120 days (60-day 
extension provided by mutual agreement), (4) the 
Secretary be given 60 days’ notice by a manufac- 
turer if he intends to use an additive determined by 
HEW to be unsafe, and (5) the Secretary take the 
necessary court action to prevent use of the addi- 
tive in question within the 60 days if he decides 
such action is necessary. 

Hearings on the Williams bill were scheduled for 
mid-February but were postponed to a date to be 
announced later. 


MISCELLANY 


The federal court in Hawaii has handed down a 
decision that may influence future Internal Reve- 
nue Service rulings on tax deductible medical ex- 
penses. The court held that the cost of a permanent 
swimming pool, installed on a doctor’s recommen- 
dation that hydrotherapy would help a poliomye- 
litis patient, could be deducted. Current IRS regu- 
lations do not allow such deductions. 

A survey by the National Science Foundation 
shows 22,000 “life scientists” engaged in research 
during 1954; about 22% were employed by the fed- 
eral government. Copies of the report are available 
at the National Science Foundation, Washington 


25, D. C. 
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MENOPAUSAL SYNDROME RELIEVED 


Vallestril’ relieved symptoms’ 


in 91 per cent of menopausal patients 


Goldfarb and Napp observed! relief of symptoms with 
Vallestril in 91 per cent of 100 menopausal patients. Sub- 
jective evidence was corroborated by objective findings 
in vaginal smears. A feeling of well-being was noted by 
patients who responded to therapy. 

Schneeberg and co-workers* used amelioration of 
flushes as their chief criterion for a favorable response. 
It was felt that although this is a subjective phenomenon, 
“jt is more amenable to quantitative analysis than are 
headaches, depression, nervousness, insomnia, pares- 
thesias, and the other protean manifestations of the 
menopause that may well be functional in origin.” Valles- 
tril was found to induce satisfactory results in fifty of 


fifty-two menopausal patients. It was relatively free from 
side effects. 

The average dosage recommended in the menopausal 
syndrome is 6 mg. daily for two to three weeks; thereafter, 
to control symptoms, 3 mg. daily as long as required. 

Vallestril (brand of methallenestril) is supplied in 
scored, uncoated tablets of 3 mg. and unscored, uncoated 
tablets of 20 mg. Dosage for other indications is given in 
Searle Reference Manual No. 7. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of Medicine. 


1. Goldfarb, A. F., and Napp, E. E.: Use of Methallenestril (Vallestril) in 
Control of Menopausal Symptoms, J.A.M.A. 161:616 (June 16) 1956. 


2. Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and Perloff, W. H.: Meth- 
allenestril, a New Synthetic Estrogen, J.A.M.A. 161:1062 (July 14) 1956. 
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ARMOUR 


thyroid 


unsurpassed in quality and 
for consistent therapeutic 
results. 


Indicated in 
PATIENT myxedema and other frank thy- 
roid deficiencies 
when hypothyroidism is involved 
chronic recurrent colds 
postpartum fatigue 
functional menstrual disorders 
sterility 
habitual abortion 
certain anemias 
obesity 
hypometabolism 


No other thyroid product has been used so widely and so often by 
leading physicians everywhere. On your prescriptions specify 
ARMOUR Thyroid. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY . KANKAKEE, ILLINOIS 
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“In front of my friends I'd prefer to be known as a 
fine surgeon . . . instead of a good cut-up!” 


The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered 


by the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject’s gen- 


eral outlook on life. 


There are many periods in a woman’s life when an 
interest in improving her appearance goes a long way 


towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 


restoration of self-confidence is a factor. 


Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 


—KANSAS CITY 41, MISSOURI 
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive?*° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adlez, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway,’W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC D 53% 


80 100 


*Adapted from Ditmore and Lind.’ Organisms tested were isolated from stools of 48 patients. 
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Foster’ sosreases 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired, 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones, 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., March 1, 1958 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Chicago, June 6-10. 
1960 Clinical Meeting, Washington, D. C. 


AMERICAN 
March 

AERo Mepicat Association, Hotel Statler, Washington, D. C., Mar. 23 
26. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Municipal Auditorium, 
Dallas, Tex., Mar. 24-27. Mr. Mac F. Cahah, Volker Blvd. at Brookside, 
Kansas City 12, Mo., Executive Secretary. 

AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Waldorf-Astoria 
and Commodore Hotels, News York, Mar. 3-6. Dr. John H. Mulholland 
477, Ist Ave., New York 16, Chairman. 

AMERICAN COLLEGE OF SURGEONS, REGIONAL MEETING, Hotel Utah, Salt 
Lake City, Mar. 17-19. Dr. Alfred M. Okelberry, 115 E. South Temple 
Salt Lake City 11, Chairman. 

AMERICAN OrTHOPSYCHIATRIC AssociATION, Hotel Commodore & Roose- 
velt, New York, Mar. 6-8. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN PsycHosoMatic Society, Netherland Hilton Hotel, Cincinnati, 
Mar. 29-30. Dr. Morton F. Reiser, 551 Madison Ave., New York 
Secretary. 

AMERICAN Raprum Society, Hollywood Beach Hotel, Hollywood, Fla.. 
Mar. 27-29. Dr. Theodore R. Miller, 139 E. 36th St., New York 16, 
Secretary. 

AMERICAN Society or Prastic SurGERyY, Univ. Hosp. of Ohio 
State Univ., Columbus, Ohio, Mar. 10-11. Dr. Samuel M. Bloom, 123 
E. 83d St., New York 28, Secretary. 

CuicaGo Mepicat Socrery ANNUAL CLINICAL CONFERENCE, Palmer 
House, Chicago, Mar. 4-7. Dr. George C. Turner, 86 E. Randolph St.. 
Chicago 1, Secretary. 

Micuican CuricaL Institute, Sheraton-Cadillac Hotel, Detroit, Mar 
12-14. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich.., 
Secretary. 

States Socrety, Little Rock, Ark., Mar 
20-22. Dr. H. O. Mareh, 3244 E. Douglas St., Wichita 8, Kan., Sec- 
retary. 

NaTIONAL CONFERENCE ON Runat Heactn, Hotel Heidelberg, Jackson, 
Miss., Mar. 6-8. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 

NATIONAL ScLeRosis Socrety, New York, Mar. 11. Mr. Donald 
Vail, 257, 4th Ave., New York 10, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Bellevue-Stratford 
Hotel, Philadelphia, Mar. 12-14. Dr. Franklin M. Foote, 1790 Broadway, 
New York 19, Executive Director. 

New Orveans GRADUATE MeEpicat AssEMBLY, Roosevelt Hotel, New 
Orleans, Mar. 3-6. Dr. Maurice E. St. Martin, 1430 Tulane Ave., New 
Orleans 12, Secretary. 

Nortu Paciric Socrety oF INTERNAL MEDICINE, Spokane, Wash., Mar. 
15. Dr. Joseph H. Crampton, 1118, 9th Ave.. Seattle, Secretary. 

SOUTHEASTERN SurGcicat Concress, Lord Baltimore Hotel, Baltimore. 
Mar. 10-13. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 
8, Ga., Secretary. 

SOUTHWESTERN SurcGicat ConcGress, Shamrock Hilton Hotel, Houston, 
Tex., Mar. 31-Apr. 2, Dr. C. M. O’Leary, 207 Plaza Court Bldg., Okla- 
homa City, Okla., Secretary. 

April 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, 
Montgomery, Apr. 17-19. Mr. William A. Dozier, 17 Moulton Bldg., 
Montgomery, Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Bellevue-Stratford, Philadelphia, Apr. 
21-26. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
AMERICAN ACADEMY OF PeEpiaTrics, Spring Session, Hotel Statler, New 
York City, Apr. 21-28. Dr. E. H. Christopherson, 1801 Hinman Ave.., 

Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Buffalo, N. Y., Apr. 2-4. Dr. L. B 
Flexner, Univ. of Pennsylvania Medical School, Philadelphia 4, Secretary 
AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, St. Francis 
Hotel, San Francisco, Apr. 24-26. Dr. D. C. Spriestersbach, University 

Hosps., lowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Edgewater Gulf 
Hotel, Edgewater Park, Miss., Apr. 23-25. Dr. William J. Engel, 
2 E. 54th St., New York, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Philadelphia, Apr. 14-18. 
Dr. F. S. Cheever, University of Pittsburgh, Graduate School of Medi- 
cine, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Hotel 
Statler, Cleveland, Apr. 24-26. Dr. Russell L. Holman, 1542 Tulane 
Ave., New Orleans 12, La., Secretary. 

AMERICAN ASSOCIATION OF RAarmLway SuRGEONS, Drake Hotel, Chicago, 
Apr. 17-19. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Hotel Shelburne, Atlantic City, N. J., 
Apr. 20-25. Dr. Giles A. Koelsche, Mayo Clinic, Rochester, Minn., 
Secretary. 

(Continued on page 30) 
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More efficient 


hroug! 


In many cases of allergy the “psychogenic 
component ... must be treated before clinical 
improvement can be expected.’” 


3 
When ‘Miltown’ was used to combat the ® 
emotional factor in a variety of stubborn 1 OW } : 
allergic diseases 20 to 50 per cent of these Anes ah 
problem patients “definitely improved.” % | THE ORIGINAL MEPROBAMATE 
‘Miltown’ effectively relieves anxiety and 


tension and desensitizes the patient emotionally. _ MY wariace Lasoratories 


*Kisenberg, B. C.: Role of tranquilizing drugs in allergy. J. A.M.A. 163 934, March 16, 1957. 
c™-608? 
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AMERICAN COLLEGE OF OssTETRICIANS & GYNECOLOGISTS, Statler Hotel, 
Los Angeles, Apr. 21-23. Dr. John C. Ullery, 15 S. Clark St., Chicago, 
3, Secretary. 

AMERICAN INDUSTRIAL HyGrENE AssocIATION, Convention Hall, Atlantic 
City, N. J., Apr. 21-25. Mr. George D. Clayton, 14125 Prevost, Detroit 
27, Executive Secretary. 

AMERICAN PuysioLocicaL Society, Philadelphia, Apr. 14-18. Dr. Ray G. 
Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Benjamin Franklin 
Hotel, Philadelphia, Apr. 13-14. Dr. George E. Schreiner, 2025 Eye St., 
N.W., Washington 6, D. C., Secretary. 

AMERICAN SocrETy OF BioLocicaL Cuemists, Philadelphia, Apr. 13-18. 
Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SocIETY FOR EXPERIMENTAL PATHOLOGY, Philadelphia, Apr. 
14-18. Dr. Cyrus C. Erickson, 858 Madison Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Philadelphia, Apr. 13-18. Dr. Harold Hodge, University of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE Srupy or Sreriity, Beverly Hilton Hotel, 
Los Angeles, Apr. 18-20. Dr. Herbert H. Thomas, 920 S. 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuncicaAt Association, Waldorf-Astoria Hotel, New York, 
Apr. 16-18. Dr. R. Kennedy Gilchrist, 59 E. Madison St., Chicago 3, 
Secretary. 

ASSOCIATION OF SURGEONS OF SOUTHERN RaILway System, Jacksonville, 
Fla., Apr. 14-15. For information address: Dr. Rudolph M. Landry, 
707 Walnut St., Chattanooga, Tenn. 

EaAsTERN States HEALTH EpUCATION CONFERENCE, New York Academy 
of Medicine, New York City, Apr. 24-25. Dr. Iago Galdston, New York 
Academy of Medicine, 2 E. 103d St., New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR | EXPERIMENTAL BroLocy, Trade 
& Convention Center, Philadelphia, Apr. 13-19. Dr. Milton O. Lee, 
9650 Wisconsin Ave., Washington 14, D. C., Secrecary. 

InpusTRIAL MeEpicAL Association, Atlantic City, N. J., Apr. 23. Dr. H 
Glenn Gardiner, 3210 Watling St., East Chicago, Ind., Secretary. 

Iowa State Mepicat Society, Hotel Savery, Des Moines, Apr. 20-23. 
Dr. R. F. Birge, 529, 36th St., Des Moines 12, Ia., Secretary. 

Joun A. ANDREw CLINICAL Society, Andrew Memorial Hospital, Tuske- 
gee Institute, Ala., Apr. 13-18. Dr. Eugene H. Dibble Jr., Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 16-18. Dr. Everett S. Diggs, 1211 
Cathedral St., Baltimore, Secretary. 

Missount STATE MEDICAL AssociATION, Sheraton-Jefferson Hotel, St. Louis, 
Apr. 13-16. Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis, Executive 
Secretary. 

Norts Paciric oF NEUROLOGY AND PsycHIATRY, Empress Hotel, 
Victoria, B. C., Apr. 11-12. Dr. Robert M. Rankin, 1621 Southwest 


152d St., Seattle 66, Wash., Secretary. 


J.A.M.A., March 1, 1958 


Onto State Mepicat Association, Netherland Hilton Hotel, Cincinnati, 
Apr. 15-17. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Socrety or Cirinicar SurGERy, St. Louis, Mo., Apr. 4-5. Dr. Frank F. All- 
britten Jr., Univ. of Kansas Medical Center, Kansas City, Mo., Secretary 

Society oF NEUROLOGICAL SURGEONS, Washington-Duke Hotel, Durham, 
N. C., Apr. 18-19. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, 
Secretary. 

TENNESSEE STATE Mepicat Association, Civic Auditorium, Gatlinburg, 
Apr. 20-23. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Sec- 
retary. 

Texas Mepicat Association, Shamrock Hilton Hotel, Houston, Apr. 
19-23. Mr. C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Execu- 
tive Secretary. 

Unirep States-Mexico BorperR Pusiic HEALTH AssociaTION, Hermo- 
sillo, Sonora, Mexico, Apr. 8-11. Dr. Sydney B. Clark, U. S. Court 
House, Room 204, El Paso, Tex., Secretary. 

INTERNATIONAL AND FOREIGN 
March 

Concress OF INTERNATIONAL ANESTHESIA RESEARCH Society, New Or- 
leans, La., U. S. A., Mar. 24-27, Dr. A. William Friend, East 107 & 
Park Lane, Clevland 6, Ohio, U. S. A., Executive Secretary. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
Surnceons, U. S. anp CaNapIAN Sections, Los Angeles, Calif., U. S. A., 
Mar. 9-14. Dr. Max Thorek, 1516 Lake Shore Dr., Chicago 10, Il., 
U.S. A., Secretary General. 

April 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN & IRELAND, Belfast, N. Ire- 
land, Apr., 10-12. For information address: Joint Secretariat, 45, Lin- 
coln’s Inn Fields, London, W. C. 2, England. 

Banamas MepicAat Conrerence, Dolphin Hotel, Nassau, Bahamas, Apr 
1-12. For information write: Dr. B. L. Frank, Dolphin Hotel, Nassau, 
Bahamas. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION OF APPLIED PSYCHOLOGY, 
Rome, Italy, Apr. 9-14. For information address: Dr, C. B. Frisby, 14. 
Welbeck St., London, W. 1, England. 

Concress or Royar Society or Hearn, Eastbourne, England, 
Apr. 28-May 2. For information address: The Secretary, Royal Society 
of Health, 90, Buckingham Palace Road, London, S. W. 1, England. 

INTERNATIONAL ASSOCIATION FOR SKI-ING TRAUMATOLOGY & WINTER 
Sports Mepicine, Davos, Switzerland, Apr. 13-16. For information 
address: Dr. med. F. Jakob, Davos-Platz, Davos, Switzerland. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Sheraton Hotel, Phila- 
delphia, Pa., U. S. A., April 24-26. Mr. E. R. Loveland, 4200 Pine S 
Philadelphia 4, Pa., U. S. A., Secretary-General 

INTERNATIONAL CONGRESS OF LEGAL AND SocraL MeEpecine, Madrid, 
Spain, April 16-19. For information address: Prof. B. Piga, Dept. of 

Legal Medecine, Madrid University, Madrid, Spain. 
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INTERNATIONAL ConGress oF Mepicine, Athens, Greece, April 4-12. Prof the University of Minnesota Hospital. A heart-lung machine 
J arente, L "ra », Secretary-General. 

P. Delore, 13 Rue Jarente, Lyon, France, Secretary-Genera during operation. 

INTERNATIONAL CoNGRESS OF NeEo-Hrppocratic MEpicine, Athens and 
the Isle of Cos, Greece, Apr. 4-12, For information address: Prof. Pav- a 
lakio, International Congress of Neo-Hippocratic Medicine, Faculty of MAGAZINES 
Medicine, Athens, Greece 

Pan AMERICAN CONGRESS OF THE HisTORY OF MeEpicINE, Rio de Janeiro, Reader's Digest, March, 1958 


Brazil, Apr. 12-20. Dr. Ordival Carriano Gomes, Rua Mexico, 163-2 pe m : 
Andar, Rio de Janeiro, Brazil, Secretary-General. How to Get a Doctor in a Hurry, by Don Wharton 


PaN AMERICAN MepIcAL WoMEN’s ALLIANCE, McAllister Hotel, Miami, In a growing list of communities, medical societies have 
Fla., U. S. A., Apr. 14-17. Dr. Hilla Sheriff, 435 Wade Hampton Office 
Bldg., Columbia, S. C., U. A., Chairman. 

Unirrep Statres-Mexico Borpver Association, Hermo- 
sillo, Sonora, Mexico, Apr. 8-11. Dr. Sydney B. Clark, U. S$. Court House, serving more than 91 million people—about half the total 
Room 204, El Paso, Tex., Secretary. 


May 


established some sort of “alert system” to help residents 


find a doctor in an emergency. Today 710 plans are 
U. S. population. 


AsIAN REGIONAL ParEpiaTRic ConGress, Singapore, Malaya, May 26-30 Family Circle, March, 1958 
For information address: Organizing Secretary, The First Asian Regional 
Paediatric Congress, General Hospital, Paediatric Unit, Singapore, The Menopause—A Fact of Life That Needs Understanding, 
Malaya. by Ruth and Edward Brecher 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THI Fear and misapprehension—not physical change—can be 
Pustic, Brussels, Belgium, May 3-4. Mr. M. Lucien Viborel, 92, mi 


St. Denis, Paris I, France, Secretary-General the greater hazards in the normal phase of womanhood 


menopause, 


MAGAZINE—TELE\V ISION REPORT Our Billion Dollar Toothache,” by Louis I. Dublin 


“Twelve years of concentrated study by outstanding au- 
<< - thorities in this country and abroad have proved that water 
Huoridation is a safe, practical means of [dental] decay 


yrevention on a community-wide basis.” 
The following list of current medical articles in mass-circula- preventer , ia 


tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the information Consumer Reports, March, 1938 
of readers of Tue Journart. Unless specifically stated, the “Premium-priced Breads” 
American Medical Association neither approves nor disapproves Today there is little to choose nutritionally among brands 
of the articles and programs reported meeting the federal “standards of identity.” And it seems 
likely that differences between those brands and _ special 
TELEVISION formula breads such as the McCay-Cornell type or high- 
Sunday. March 9, 1958 extraction wheat and wholewheat breads are—from_ th« 
CBS-TV, 5 p. m., EST. “Conquest” presents a filmed report viewpoint of over-all nutritive value to the average person 


on a heart operation performed by Dr. C. Walton Lillehei at —not significant. 


The Howell Co., 421 S. First Street, St. Charles, IMinois 


Please send me your new 4 color catalog of contract furniture 


Address 


City Zone 
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(CHLOROTHIAZIDE) 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

@ Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

@ Excellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@ Promotes balanced excretion of sodium and chloride— 


without acidosis. 


Any indication for diuresis is an 
indication for ‘DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide); bottles of 100 and 1,000. 


‘DIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL' THERAPY 

'DIURIL' is given in a dosage range of from 250 mg. twice 

a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 

If the patient is established on a ganglionic blocking agent 
(e.g., 'INVERSINE') this should be continued, but the 
total daily dose should be immediately reduced by as much 
as 25 to 50 per cent. This will reduce the serious side effects 
often observed with ganglionic blockade. The dosage of 
other antihypertensive medication is adjusted as indi- 
cated by patient response. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 


@ improves and simplifies the management of hypertension 
e markedly enhances the effects of antihypertensive agents 


@ reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


® smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free management of 


hy pe rtension with 


33 
es 
| | N\A i 
\ 
‘ 


34 
NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


AMERICAN MEDICAL ASSOCIATION....|David B. Allman, Atlantic City, N. J.....\George F. Lull, 535 N. Dearborn St., Chicago 10 
Aero Medical Association ans Ashton Graybiel, Warrington, Fla..........\T. H. Sutherland, P. O. Box 26, Marion, Ohio 
American 
Academy for Cerebral Palsy ..|William J. Green, Boston 15 Ray Rembolth, lowa Hospital-School, lowa City, la 
Academy of Allergy Carl E. Arbesman, Buffalo, N. Y. . Francis C. Lowell, 65 E. Newton St., Boston 
Academy of Dermatology & Syphilology..|James R. Webster, Chicago 2 R_ R. Kierland, 55 E. Washington St., Chicago 2 
Academy of General Practice Malcom E. Phelps, El Reno, Okla. 3 *. Cahal, Volker Blvd. at Brookside, Kansas 
Mo 


Academy of Neurology Francis M. Forster, Washington 7, D.C.\Joseph M. Foley, Boston City Hosp., Boston 

Academy of Occupational Medicine I. R. Tabershaw, White Plains, N. Leonard J. Goldwater, 600 W. 168th St., New York 32 
Academy of Ophth. & Otolaryn ; Le Roy A. Schall, Boston W. L. Benedict, 100 First Avenue Bldg., Rochester, Minn 
Academy of Orthopaedic Surgeons. Frederic C. Bost, San Francisco Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3 
Academy of Pediatrics Stewart H. Clifford, Brookline 46, Mass.|E. H. Christopherson, 1801 Hinman Ave., Evanston, Ill 
Academy of Tuberculosis Physicians Louis M. Barber, Murphys, Calif . $ vin, I tox 7011, Denver 6, Colo 

Assn. for the Study of Neoplastic Diseases Roscoe W. Teahan, Philadelphia e sisler, Box 268, Gatlinburg, Tenn 

Assn. for the Surgery of Trauma William L. Estes Jr., Bethlehem, Pa , j r., 3400 Spruce St., Philadelphia 4 
Assn. for Thoracic Surgery Brian Blades, Washington, D. C P T. Langston, 600 S. Kingshighway, St. Louis 10, Mo 
Assn. of Anatomists Barry J. Anson, Chicago 11 I Univ. of Pa. School of Med., Philadelphia 4 
Assn. of Blood Banks ©. B. Hunter, Washington, . Alsever, 1211 W. Washington, Phoenix, Ariz 
Assn. of Genito-Urinary Surgeons George F. Cahill, New York filliam J. Engel, 2 East 54th St., New York 22 

Assn. of Immunologists John H. Dingle, Cleveland 6 F. S. Chester, U. of Pitt., Grad School of Med, Pitts 


Assn. of Medical Clinics George B. Plain, South Bend, Ind John Hand, 1216 S.W. Yamhill St., Portland 5, Ore 
Assn. of Neuropathologists Ben Lichtenstein, Chicago Leon , 722 W. 168th St., Ne 

Assn. of Obstetricians & Gynecologists William F. Mengert, Chicago KE. Stewart Taylor, 4200 East 9th i" . 20 

Assn. of Pathologists & Bacteriologists..... Sidney Farber, Boston Russell L. Holman, 1542 Tulane Ave., New Orleans 12, La 
Assn. of Plastic Surgeons Bradtord Cannon, Boston Herbert Conway, E. 68th St., New York 21 

Assn. of Railway Surgeons. Ernest Celli, New Orleans, La Chester C. Guy. 5800 Stony Island Ave., Chicago 

Assn. of the History of Medicine Benjamin Spector, Boston 11 

Assn. on Mental Deficiency Arthur E. Westwell, Boulder, Mont 

Broncho-Esophagological Assn Walter Hoover, Boston F 

‘linical & Climatological Assn Johnson McGuire, Cincinnati Marshall N. Fulton, 124 Waterman St., Providence 6 
‘ollege of Allergists Orval R. Withers, Kansas City, Mo Giles A. Koelsche, Mayo Clinic, Rochester, Minn 
‘ollege of Chest Physicians. Burgess L. Gordon, Philadelphia } Murray Kornf , 112 E. Chestnut St., Chicago 11 
‘ollege of Gastroenterology Cc. Wilmer Wirts, Philadelphia } Daniel Weiss, W. 60th St., ~w York 23 
‘ollege of Obstetricians & Gynecologists R. Gordon Douglas, New York Ullery, 15 S. Clark St., ago ¢ 

‘ollege of Physicians Walter L. Palmer, Chicago 37 : .. R St., Philadelphia 4 
‘olege of Radiology nal M: W. ¢ Vac Dr., Chicago 6 
College of Surgeons William L. Estes, Bethlehem, Pa. Michael L. Mason, 40 E. Erie 8 Chicago 11 
Congress of Physical Med. & Rehab Donald R. Rose, Kansas City, K Frances Baker, One Tilton St., San Mateo, Calif 
Dermatological Assn Clark W. Finnerud, Chicago J. Lamar Callaway, Duke Hospital, Durham, N. ¢ 
Diabetes Assn Frederick W. Williams, Bronx 56, N. Y.|/F. B. Peck St., 1 East 45th St., New York 17 
Electrocephalographic Society Robert 8S. Dow, Portland 5, Ore Jerome K. Merlis, Univ. Hosp., Baltimore 

Federation for Clinical Research Ivan L. Bennett Jr., Baltimore 5 Wm. W. Stead, VA Hospital, Minneapolis 17 

Fracture Assn Duncan C. McKeever, Houston, Texas... H y. Wellmerling, 610 Grieshelm Bidg., Bloomington, Ill 
Gastroenterological Assn * * J. Ingelfinger, 65 E. Newton St., Boston 

Geriatrics Society jLaurence W. Kinsell, Oakland, Calif Richard J. Kraemer, 2907 Post Rd., Warwick, R. I 
Goiter Assn Elmer C. Bartels, Boston J. C. MeClintock, 149% Washington Ave., Albany 10, N. Y 
Gynecological Society .|Howard C. Taylor, New York 23 A. A. Marchetti, 2800 Reservoir Rd., N.W., Washington 7, D.C 
Heart Assn. ite Robert W. Wilkins, New York Mr. John D. Brundage, 44 E. 23rd St., New York 10 
Hospital Assn a Tol Terrell, San Angelo, Tex Edwin L. Crosby, 18 E. Division St., Chicago 10 
Laryngological Assn Harry P. Schenck, Philadelphia James H. Maxwell, Univ. Hosp., Ann Arbor, Mich 
Laryng. Rhin. & Otol. Society Lawrence R. Boies, Minneapolis C. S. Nash, 277 Alexander St., Rochester 7, N. Y 
Medical Women’s Assn. Elizabeth S. Kahler, Washington, D. C...|Miss. Lillian T. Majally, 1790 Broadway, New York 19 
Medical Writers’ Assn. Charles E. Lyght, Rahway, N. J Harold Swanberg, 510 Maine St., Quincy, Ill 

Neurological Assn Israel S. Wechsler, New York 28 Charles Rupp, South 36th St., Philadelphia 4 
Ophthalmological Society |Walter S. Askinson, Watertown, N. Y......M. C. Wheeler, 30 W. 59th St., New York 19 


R 


Orthepedic Assn. -|George O. Eaton, Baltimore 2 Harold A. Sofield, 7 Lake St., Oak Park, l 
Orthopsychiatric Assn. Reginald S. Lourie, New York 19..... Mz 1790 Broadway, New York 19 
Otological Society Jean M. Lierle, lowa City, : University Hospital, Minneapolis 14 
Otorhinologic Society for Plastic Surgery|Armand L. Caron, Worcester, Mass. Louis J. Feit, 6 ‘ark Ave., York 16 

Pediatric Society A. A. Weech, Cincinnati 29 A McGuinness, 2800 Quebec St., N.W., Washington 8, D.C 
Physicians Art Assn. ‘ : Alma D. Morani, Philadelphia............ Redewill Jr., 12 E. Hadley St., Whittier, Calif 
Physiological Society . ae Louis N. Katz, Chicago 16 Dages, 9650 Wisconsin Ave., Washington 14, D. C 
Proctologic Society . Julius E, Linn, Birmingham, Ala. Norman D. Nigro, Peterboro St., Detroit 1 

Psychiatric Ass |Francis J. Braceland, Hartford 2, Conn.|William Malamud, 80 E. Concord St., Boston 18 
.....1Theodore Lidz, New Haven 11, Conn. Morton F. Reiser, 551 Madison Ave., New York 22 
*Deceased THIS LIST WILL BE CONTINUED IN NEXT WEEK’S JOURNAL 


Radium and Radon for 
all Medical Purposes 


Prompt Delivery 


More than 40 years serving the 
Medical Profession 


RADIUM CHEMICAL CO., Inc. 


161 East 42nd Street 
NEW YORK 17, N. Y. 


Francisco, June 23-27 


J.A.M.A., March 1, 1958 


MEETING 


Washington, D. C., March 23-26 
Providence, R, Sept. 25-27 
Chicago, Dee. 6-11 


Dallas, Tex., Mar. 24-27 
Philadelphia, Apr. 21-26 


Chicago, Oct. 12-17 


Chicago, Oct. 20-2: 
San Francisco, June 21 


Chicago, Oct. 2-4 
toston, May 16 
Buffalo, N. Y 
Cincinnati, ©., 
Edgewater Park, Miss., 


Philadelphia, Apr. 14 
San Francisco, Oct. 2-4 


Hot Springs, Va., Sept 


Cooperstown, 
Atlantic City 
San Francisco 
New Orleans 
Los Angeles 
Atlantic City, 


Chicago, Oct 

Philadelphia 

Sun Valley 

San Francisco 

Atlantic City, 

tlantie City, 

Oklahoma City 

Washington, D 

San Francisco, 

San Francisco, 

Asheville, N. ¢ 

San Francisco, 

Chicago, Aug 

San Francisco 

San Francisco 

San Francisco, June 

Chicago, Sept. 26-3 

Atlantic City, N. J., June 16-18 

» Sulphur Springs, W. Va 

May 28-30 

Washington, D. C., May 11-1l¢ 

New York, March 6-8 

San Francisco, May 17-18 


Atlantic City, N. J., May 8-9 
San Francisco, June ‘58 


Los Angeles, June 29-July 3 
San Francisco, May 12-16 


“Why, Helen! How clever of you!” 
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skeletal muscle_ 


Relative freedom 
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...remarkable efficiency 
in skeletal muscle relaxation 


Robaxin 


(METHOCARBAMOL ROBINS, U.S. PAT. NO. 2770649) 


Selective and specific action 


Synthesized in the Robins Research Laboratories and clinically tested by 
hundreds of physicians, RoBAXIN offers selective and specific relaxation of 


skeletal muscle: © Beneficial in 94.4% of tested cases 


® Potent and long acting of acute back pain due to muscle 
In ordinary dosage, does not reduce 
normal muscle strength or reflex ® Relatively free from adverse side 
activity effects 


Supplied: Rosaxin Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 
Additional information available on request. 
A. H. ROBINS CO., INC., Richmond 20, Va. * Ethical Pharmaceuticals of Merit since 1878 
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“This substance [Vitamin K,] 
" has added greatly to the 
safety of anticoagulant therapy” | 


reverse anticoagulant-induced hypoprothrombinemia 


MEPHYTON 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K;... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’” 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. imitially; 15 to 25 

mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 

4 emergencies, 10 to 50 mg.: may be repeated as indigated by prothrombin time 

& response. (Some clinicians advise their patients to keep a supply of tablets on 

% hand at all times; if gross bleeding occurs, the patients are instructed to take 
10 mg. and phone the doctor.!) 


q , Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul con- 
tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician’s bag for emergency use. 


€> MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Ixc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., Inc 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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. upcoming space age must rely on today’s larger fam- 
ilies of professional people for its science specialists. 
College graduates — reversing a low-birthrate trend — are 
having bigger families, planned big. In fact, they have 
grown about three times as fast in the last fifteen years as 
nonprofessional families. 


Bigger but spaced— Families of five children have increased 
more than 80 per cent during the past 14 years. One out 
of five married women 25-29 years old had a new baby in 
1954-55.2 Many were wives of professional men. 


When foresighted wives come to you for contraceptive 


From today’s planned bigger families 


advice to help space their families, they want to be sure 
that the method you recommend really does a job of pro- 
tecting them. 


Maximum protection for women of high parity— You can 
give this assurance unhesitatingly when you recommend 
the diaphragm and jelly method — preferred technique for 
women of high fertility. Many parenthood clinics the world 
over have adopted the diaphragm and jelly technique “. . . as 
possessing the least degree of fallibility. . . .”* When used 
intelligently and regularly, unplanned pregnancies seldom 
occur. This dependable method reduces “the likelihood of 
conception by at least 98 per cent.’ 


ve 


_..tomorrow’s atomic scientists 


Provide comfort — insure motivation — When you prescribe 
RAMSES® Diaphragm and Jelly, you ensure the comfort 
that helps motivate women to stick to the method. The 
sheer comfort enjoyed by patients you fit with RAMSES 
Diaphragm comes from its soft Cushioned Rim, flexible 
in all planes to permit complete freedom of movement... 


to afford complete case without risk of irritation. 


References: 1. Kiser, C. V.: Milbank Mem. Fund Quart. 33:393 (Oct.) 
1955. 2. Statist. Bull. Metrop. Life Insur. Co. 37:1 (Oct.) 1956. 3. Novak, 
E., and Novak, E. R.: Textbook of Gynecology, Baltimore, The Williams & 
Wilkins Co., 1956. 4. Tietze, C.: Proc. 3rd Internat. Conf., Planned Parent- 


hood, 1953. 


RAMSES Jelly,* a “10-hour’’ jelly, 
immobilizes sperm and has aesthetic 
advantages which also strengthen 
motivation. Wives who want their 


1 
families when they want them have , ‘ap ; 3? 


confidence in your help when you specify — 
RAMSES Diaphragm and Jelly. Prescribe the 

handy, complete unit-RAMSES “TUK-A-WAY’® 

Kit #701 with diaphragm, introducer, and 3 oz. 

tube of RAMSES Jelly in a washable, zippered bag. 
Diaphragms —50 to 95 mm.,; Jelly refills at all pharmacies. 


JULIUS SCHMID, rnc. 
423 West 55th Street, New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, 
in a base of long-lasting barrier effectiveness 
RAMSES and ““TUK-A-WAY” are registered trade-marks of Julius Schmid, Inc, 
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FROM OTHER PAGES 


Medicine During the War Between the States 


The events following the firing on Fort Sumter, which 
precipitated the war between the States, necessitated many 
changes in the military services and their medical divisions. 
The governments involved were unprepared and were faced 
with beginning the gigantic struggle with undisciplined, in- 
experienced volunteers. The North was greatly hampered by 
narrow adherence to wornout routines and by incompetent 
leadership, since many of the finest West Point graduates 
were now fighting for the South. Although the South en- 
joyed the initial advantage of more competent personnel, the 
blockade of its ports by Northern warships exerted deleteri- 
ous effects on the Confederate forces. Confederate medicine 
was crippled by the blockade because communications were 
severed with Europe, the expected source of surgical and 
medical information. . . . 

One of the many problems to be met among the Northern 
troops was the evacuation of the wounded from the field of 
battle. There was no organized ambulance or field hospital 
service to facilitate the evacuation of the wounded to the 
interior, where hospital service was often hastily set up in 
any places that were available, such as hotels, barns, and 
private homes. . . . The ineffective method of evacuation 
was exemplified by the commandeering of a hundred hacks 
and hucksters’ wagons from Washington to evacuate the 
wounded to that city. The drunken, insolent, and insubordi- 
nate teamsters driving these vehicles did not add to the com- 
fort of the wounded. There was no effective means of treat- 
ing the injuries of the wounded between the front and the 
base hospitals. This caused needless suffering and losses 
among the wounded, and also interfered with the mobility 
of fighting units. . . . Deserters were encouraged to leave 
their posts under the pretense of assisting the wounded to 
the rear. 

This situation was changed upon the appointment of 
Jonathan Letterman (1824-1872) as medical director of the 
Army of the Potomac on June 19, 1862. Letterman was a 
great medical administrator who brought about many worth- 
while reforms which became a pattern in subsequent armies, 
and which have been incorporated in modern principles of 
medical military organization. On August 2, 1862, Letter- 
man’s plan for an Ambulance Corps was put into effect in 
the field and was eventually incorporated by Congress in 
the Act of March 11, 1865. An ambulance corps for each 
army corps was provided, with two horse-drawn vehicles 
provided with two litters each in the proportion of three 
vehicles for each regiment of five hundred men. The am- 
bulance corps had a captain as commandant, with one lieu- 
tenant for each division or brigade, one sergeant for each 
regiment, two privates and one driver to each ambulance, 


and one driver to each military wagon. The personnel, con- 
sisting of well disciplined men detailed from the line, were 
under the sole control of the medical director. Provisions 
were made for drilling the corps, parking and deposition of 
the vehicles in the train, and use of the vehicles for the pur- 
pose of evacuation only. Letterman’s plan was first used at 
the battle of Antietam on September 17, 1863, where its 
effectiveness was definitely shown in contrast to earlier bat- 
tles such as the first Bull Run engagement, at Cedar Moun- 
tain, and at Manassas, where either the wounded lay on the 
battlefields up to thirty-six hours before evacuation, or were 
captured by the South. Letterman, using his three hundred 
ambulances, had all the wounded collected and sheltered 
within twenty-four hours, although ten thousand men were 
wounded along the six-mile battle line. Letterman’s ambu- 
lance organization proved effective in such battles as Fred- 
ericksburg, Gettysburg, and Chickamauga but his system did 
not reach the peak of its effectiveness until the campaign of 
Grant and Sherman in 1864.—J. E. Kincaid, M.D., Military 
Medicine During the Civil War, University of Michigan 
Medical Bulletin, August, 1957. 


The March of Nostrums 


Mr. David Stephens, the Post Office’s chief inspector, says 
that medical frauds are more lucrative than any other 
criminal activity. As some measure of the money to be 
made in this business, is the report that in a short period, 
106 persons signed agreements to discontinue their ques- 
tionable enterprises. These 106 were earning $225,000 a 
day—not per year or per month, but per day. That’s an 
income of over $2000 a day to the individual entrepreneur. 

What do you suppose is the most popular medical fraud? 
Cancer cures, relief for the common colds, sedatives for 
menstrual cramps? No. Number 1 in this hit parade is the 
quest for losing weight without diet. Cancer cures come 
second and arthritis cures third. After that, and in order, 
come nostrums for clearing up the skin, for growing hair 
on bald pates and for restoring sexual potency. The next 
item on the best-seller list is a bust developer. It would 
appear that no one ever went broke overestimating the 
force of human vanity. 

To the conscientious physician, such a reading must be 
wearying—gives him tired blood, probably. But freedom of 
enterprise must include the freedom to be foolish. Actually 
our Post Office Department does very well in closing the 
mails to these frauds. The trouble is that new frauds seem 
to be born almost as rapidly as new customers. And you 
know how often that is—One Born Every Minute, The 
Journal of the Medical Society of New Jersey, November, 
1957. 
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brand of prednisolone 
ARTHRITIC patients on SteraNe can regain an ability to 
“go places and do things”— unsurpassed by previous corticoids — 


with minimal incidence of mineralocorticoid complications. 


White, scored 5 mg. tablets (bottles of 20 and 100); 
pink, scored 1 mg. tablets (bottles of 100). 


(Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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probably the easiest-to-use x-ray table in its field 


or Trendelenburg posi- "stationary anode x-ray 
tions by equipoise handrock ‘tubes. Full powered 


know why? look .. . 


1 On this board you select the bodypart you want to x-ray 


2 Set its measured thickness 


3 Press the exposure button housed in this 
handsome 

upright 
No charts to check, no calculations to make. cabinet 


That's all there is to it. No time, KV, or MA adjusting to do. 


obviously as canny an x-ray investment as you can make 


Modest cost 

Excellent value 

Prestige ‘‘look’’ 

Top Reputation (significantly, ‘Century’ trade-in value has long been highest in its field) 
And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


diagnostic x-ray unit 


tch up... you do it without leaving tor 
€ niy the 
Reta? simplest automatic x-ray control ever devised 
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“Since we’ve had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn't have believed it possible 
a month ago.” 


oral TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 
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FECAL SOFTENER —PERISTALTIC STIMULANT 


Following anorectal and colonic surgery, patients on DORBANTYL 
usually have an easy, spontaneous movement “...in marked contrast 
to the results in postoperative patients on [certain] other regimens, 
where the first bowel action was always a source of apprehension and 
pain.”* Also with DorBANTYL: “There is a noticeable decrease in the 
number of enemata required....”* 


OPTIMAL PROPORTIONS 


DorBANTYL combines DorBANE and dioctyl sodium sulfosuccinate in 
proportions proved optimal by clinical trial.* Well tolerated, noncu- 
mulative and nonhabituating, DorBaNntyL re-establishes regularity 
gently, without griping or other adverse reactions. 


WIDELY USEFUL 


DorBANTYL is indicated in functional constipation, cathartic habitu- 
ation and in constipation due to altered diet or drug therapy. It is 
especially useful in obstetric, geriatric and surgical patients. 


SUPPLIED DorsantyL Capsules—bottles of 30 and 250 orange and black cap- 

sules, each containing 50 mg. dioctyl sodium sulfosuccinate, and 25 mg. 

danthron (DORBANE). 

DorsantTYL forte Capsules—bottles of 30, 100 and 250 orange and @ 

gray capsules, each equivalent to two regular DorBANTYL Capsules. “ 

Dorsanty Suspension — bottle of 150 cc., orange-pineapple flavored, 

each 5-ce. tsp. equivalent to one regular DoRBANTYL Capsule. 

* Marks, M. M.: Clin. Med. 4:151, 1957. 


AND FOR GENTLE PERISTALTIC STIMULATION ALONE 


For more rapid response or in occasional constipation, prescribe 
crystalline-pure DoRBANE, a gentle evacuant without cathartic griping. 
Dorsane Tablets, scored, 75 mg. danthron, and DorBaNne Suspension, orange 
flavored, 37.5 mg. per 5-ce. tsp. 

ARE REGISTERED TRADEWARKS OF SCHENLABS PHARMACEUTICALS, INC. DORBANTYL FORMULA PATENT PERDING 


agate 


[Schenlabs ScuenLass Inc New York 1, New York 
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bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 


source of pelvic distress. 


FURACIN® 


urethral 
suppositories 


are antibacterial ... anesthetic... 
gently dilating... provide rapid 


control of both pain and infection. 


Each Suppository contains Furacin 0.2% and 
diperodon*HCl 2%, in a water-dispersible base. 
Hermetically sealed in silver foil, box of 12. 

1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barrett, M. E.: J. M. Ass. Alabama 

26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


URETHRA 


post menopausal 
urethritis 


After the m« nopause, 
deficienc y leads to atrophy ‘ 
urethral mucosa with incr 
ceptibility to infection 


source of pelvic distress. 


FURESTROL" 
suppositories 


are estrogenic as well as anti- 

bacterial, anesthetic, ar 

dilating ... provide “ 


histologic norn 


0.0077° (0.1 mg.). ina 
Hermetically seal 
4. Youngblood, V. H.; Tomlin, E. M.; 

Williams, J. O. and Kimmelstiel, P.: Tr. South- 


east. Sect. Am. Urol. Ass. (to be published). 


ed in orchid foil, box of 12. 


5. Youngblood, V. H.; Tomlin, E. M.; and 
Davis, J. B.: J. Urol., Balt., 78:150, 1957. 


| | NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
( R 
- ° EATON LABORATORIES, NORWICH, NEW YORK 
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Medrol 


hits the disease but spares the patient 


Upjohn 


The Upjohn Company 
TRADEMARK FOR METHYLPREONISOLONE, Kalamazoo, Michigan 
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systemic enzyme therapy without injection 


Parenzyme buccal tablets, an exclusive research devel- 
opment of THe NationaL DruG Company, permit 
trypsin to enter the blood stream rapidly and directly 
via the oral mucosa. They provide the anti-inflam- 
matory and anti-edematous action of intramuscular 
Parenzyme. 


More than 2000 published case reports attest the 
excellent clinical results of Parenzyme in thrombo 
phlebitis, ulcerations, inflammation, ocular trauma and 
bronchial congestion. The new buccal tablet combines 
this striking anti-edematous, anti-inflammatory effect 
with a convenience and flexibility of dosage hitherto 
unattainable. 


The recommended daily dose of Parenzyme B is 20 mg.— 
one 5 mg. buccal tablet, four times daily 

For maintenance therapy Parenzyme buccal tablets are used 
following initial Parenzyme injections. 

For mild inflammatory conditions such as sprains, contu 
sions, or hematomas, Parenzyme buccal may be used alone 
For severe inflammatory conditions Parenzyme buccal tab 
lets and Parenzyme Aqueous (I.M.) are usually administered 
concurrently to sustain high trypsin levels between injections 


A Greater comfort and freedom win patient 


cooperation, ensure adherence to your 
schedule, make Parenzyme B well suited 
for ambulatory and maintenance therapy. 


pleasant / convenient / simple / exclusive 


BUCCAL TRYPSIN TABLET 
PARENZYME B (buccal trypsin tablet) 
vials of 24 tablets, each 

containing 5 mg. trypsin. 

Also available: 


PARENZYME AQUEOUS 


(25 mg. trypsin plus 5 ml. diluent) Products of Original Research 


PARENZYME IN OIL 


(25 mg. trypsin in 5 ml. vial) 


THE NATIONAL DRUG COMPANY’ 
Philadelphia 44, Pa. 
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to neutralize, 


not penalize 


She returns to report... 
full antacid benefits 


—-no 
antacid 


penalties 


After you prescribe ALUDROX, you can expect to enter such 
a report as this in your follow-up record: ‘‘Acid neutralization 
free of drawbacks.”’ For ALUDROX avoids systemic or other 
handicaps. It avoids laxation (its content of milk of magnesia 
is right). It avoids constipation (its content of aluminum 
hydroxide is right). It avoids alkalosis. It avoids acid rebound. 
And it solves the problem of taste resistance. 

In short, ALUDROX outmodes trouble-making antacids. 
Fresh-flavored, smooth-textured, it encourages patient co- 
operation. Its formula (one part milk of magnesia, four parts 
aluminum hydroxide) is the choice of many physicians for 
fast and prolonged acid neutralization, constipation-inhibiting 
action, and soothing protection. ALUDROX keeps antacid 
trouble out of your practice. 


TABLETS SUSPENSION 


ALUDROX’ 


Philadelphia 1, Pa. 
Aluminum Hydroxide with Magnesium Hydroxide 
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SQUIBB 
BETTER 
MOLECULE 


— in our first century, Squibb scientists created a 
synthetic corticosteroid molecule that “tested 
out” as significantly ‘more potent than any of the 
naturally occurring steroids. This molecular improve- 
ment on nature was the first of the halogenated ster- 
oids, and as such, showed the way to an entirely new 
field of chemical research. Clinical testing confirmed 
the hopes of the chemists that this new compoynd was 
a valuable contribution to the effective management 
of allergic dermatoses. It was introduced to you, the 
practicing physician, as Florinef (Squibb Fludro- 
cortisone). 

Florinef is no isolated example of building mole- 
cules to therapeutic specifications. Scientists are using 
the newest techniques of chemical and microbial trans- 
formation to create new steroids in which halogena- 
tion and other unique modifications contribute to 
improved pharmacological activity. Continuing re- 
search and experimentation in this “directed modifica- 
tion” evolved a revolutionary process and, eventually, 
the newest of the halogenated steroids — Kenacort 
(Squibb Triamcinolone). Clinical and laboratory 


testing indicates that Kenacort is one of the most po- 
tent antiallergic, antirheumatic and anti-inflammatory 
agents, and yet it does not produce that unnatural 
psychic stimulation so common to the former corti- 
costeroids. And in addition, Kenacort produces little 
gastric disturbance. On average dosage, side effects 
such as sodium retention, edema, and weight gain 
have been eliminated and Kenacort does not require 
a low salt diet. Hence Kenacort extends the benefits 
of corticosteroid therapy even to those patients with, 
cardiac complications. 

Research in creative chemistry is accelerating swiftly. 
Our second century may see the development of a 
whole range of new high-activity synthetic hormones, 
metabolic inhibitors (with atherosclerosis therapy as 
one possible application), and metabolite analogues. 
The growth of medical knowledge and the increasing 
scope of the physician’s art make multiple demands on 
creative chemistry, and Squibb endeavors to meet these 
demands. Made-to-order molecules are but one of 
the major developments which complement the phy- 
sician’s professional skill and judgment. 
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unsurpassed record 


more than 
molecular 
manipulation 
and different dosage.... 
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world-wide record 


“Meti steroid 


sreanisone 


total patients treated ---- 4,200,000 


total clinical studies --- over 5,0 


_ total papers published--over 1,8 


Supplied—1, 2.5 and 5 mg. tablets. 
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Just two doses— 
and 


P.M. 
LIPO GANTRISIN rocte. 


... and you can be sure that your patients will have prompt, lasting plasma and 
urine levels. 

Lipo Gantrisin is an excellent pediatric form of Gantrisin, in which 2 doses a day 
are sufficient to combat most urinary and systemic infections of non-viral — non- 


rickettsial origin. 


ROCHE LABORATORIES * DIVISION OF HOFFMANN-LA ROCHE INC * NUTLEY 10 * N. J 


Lipo Gantrisin® Acetyl — brand of acetyl sulfisoxazole in # homogenized mixture 
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HIGHLY 
YET ANTIBIOTIC! 


Mandelamine is effective against almost all strains found 
in urinary tract infections—even many resistant to anti- 
biotics and sulfonamides. Mandelamine won't sensitize 
patients...no resistant strains develop...side effects are 
minimal. And Mandelamine is priced at just a fraction of 
the cost of other antibacterial agents! 


Available: In 0.25 Gm. tablets, 0.5 Hafgrams® and 
pleasantly flavored Mandelamine Suspension for children. 
Dosage: Adults— initial daily dose of 4 to 6 Gm. Chil- 
dren need as little as 1 Gm. daily. (Mandelamine Discs, 
for quick identification of Mandelamine-sensitive bacteria, 
available from your laboratory supply house.) 


Nepera Laboratories, Morris Plains, N. J. 


MANDELAMINE 


(brand of methenamine mandelate) 


effective for chronic urinary tract infections 
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Compatible with common 
IV fluids. Stable for 24 
hours in solution at room 
- temperature. Average IV 
For immediate, effective : dose is 500 mg. given at 
antibiotic concentrations, 7 ‘ % 12-hour intervals. Vials of 
the parenteral forms 100 mg., 250 mg., 500 mg 
of ACHROMYCIN are 
unsurpassed. Prompt 
control, with minimal side 
effects, over a wide Useful when immediate 
variety of infections are the levels are mandatory 
attributes which have made or when patients are unable 
ACHROMYCIN one of the most to accept oral medication. 
respected names in Convenient, easy-to-use, 
current medical practice. 
ideally suited for 
administration in office or 
patient’s home. Supplied 
in single dose vials of 
100 mg. (no refrigeration 
required). 


therapeutic blood /eve/s achieved | minutes... sustained for hours * 


MYDROCHLORIDE TETRACYCLINE ERLE 
=> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U. S. Pat. Off. 
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when you give 
spectrum antibiotics 
to your patients— “...some people 


have just a devil of a time 
with moniliasis...as I see it, 


the only annoying complication 
of broad-spectrum therapy 
is moniliasis.”* 


*Long, P. H., in Long, Kneeland, Y. Jr., and Wortis, S. B.: 
Bull. New York Acad. Med. 33:552 (Aug.) 1957. 


best broad spectrum | 
Rie 


THESE ARE YOUR PATIENTS WHO 
MAY HAVE “JUST A DEVIL OF A 
TIME WITH MONILIASIS"” 


debilitated patients 

elderly patients 

diabetics 

infants, especially prematures 

those who developed moniliasis on previous 
broad spectrum therapy 


patients on prolonged and/or high dosage 
antibiotic therapy 


women, especially when pregnant 
or diabetic 


Mysteclin-V provides you with a dosage form for every clinical need: 


Tetracycline 
phosphate 
complex equiv. 
tetracycline Mycostatin 
HCI (mg.) (units) Packaging 


Capsules (per capsule) 250 250,000 Bottles of 16 and 100 


Half-Strength Capsules 
(per capsule) 125 


Suspension (per 5 cc.) 125 125,000 60 cc. bottles 


125,000 | Bottles of 16 and 100 


Drops (per cc.—20 drops) 100 | 100,000 10 cc. dropper bottles 
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*MYSTECUIN'®, “BUMYCIN'® AND “MYCOSTATIN’® ARE SQUIB® TRADEMARKS 
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ANSOLYSEN'* tartrate 


(Pentolinium Tartrate) 


Indicated in moderately severe, severe, and uncomplicated malig- 
nant hypertension. The action of ANSOLYSEN is potent, reliable, 
and prolonged. It lowers blood pressure, relieves symptoms, offers 


minimal by-eflects. 


PURODIGIN' 


(Crystalline Digitoxin) 


Indicated in congestive heart failure. PuropiGIN achieves and 
maintains digitalization with the smallest oral dose of all cardio- 
active glycosides. It offers high potency, complete absorption, 


steady maintenance, uniform action. 


THIOMERIN' sovium 


(Mercaptomerin Sodium) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial diuretics, is least 


irritant. 


WYAMINE® sucrate 


| NJ E CT I O N (Mephentermine Sulfate) 


Indicated in acute hypotensive states not associated with hemor- 


rhage. Injection Wyamne is an effective and predictable pressor 


agent. It may be used intravenously or intramuscularly for therapy 


Wyeth 


® 
Philadelphia 1, Pa. 
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the first time- 


systemic 
therapy without 
retention; low 
disturbance 


modification of the basic corticoid structure re- "4 these ave the benefits for you 


and your patients: * rapid im- 

sults in e enhanced antiallergic, antirheumatic, — symptoms often relieved when 
other glucocorticoids have failed 

* no unnatural euphoria to in- 


anti-inflammatory activity a without sodium or terfere with therapy * low salt 


diet not necessary 


water retention e without troublesome euphoria “ of 1 and 4 mg. 
SQUIBB 


Squibb Quality— 


® low incidence of gastric disturbance the Priceless Ingredient 
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subjectively: effective tranquilization 


objectively: effective blood pressure reduction 


ANTIHYPERTENSIVE TRANQUILIZER 
with minimal side effects 


BRAND OF RESCINNAMINE 


new, well-tolerated alkaloid of rauwolfia 


Moperit is well tolerated, permits effective con- 
trol of tension and hypertension in patients with 
acute anxiety states and patients with hyperten- 
sion; affords pronounced beneficial effects in 
patients with chronic mental disturbances.’* 


Supplied: Moperit Tastets, 0.25 mg., oval, 
scored, yellow colored, bottles of 100 and 500: 0.5 
mg., oval, scored, salmon colored, bottles of 100. 


References: 1. Winton, S. S.: Personal communication, 2. Smirk, F. H., 
and McQueen, E. G.: Lancet 2:119 (July 16) 1955. 3. Hershberger, 
R. L.; Dennis, E. W., and Moyer, J. H.: Am. J. M. Sc. 231 542 (May) 
1956. 4. Moyer, J. H.; Kinard, S. A.; Hershberger, R., and Dennis 
E. W.: South. M. J. 50:499 (April) 1957. 5. Hollister, L. E.; Stannard, 
A. N., and Drake, C. F.: Dis. Nerv. System 17 :280 (Sept.) 1956. 6. 
Winton : ., in press. 7. Malamud, W.; Barton, o 
W. E.; Fleming, A. M.; Middleton, P. MeK.; Friedman, T. T., and 
Schleifer, M. J.: Am. J. Psychiat. 114:193 (Sept.) 1957. 


Prizer Laporatories, Brooklyn 6, N. Pfizer) 
Division, Chas. Pfizer & Co., Inc. — 
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“You've been voted as the man who is most likely to recede.” 
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Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 


Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 


‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 


nervous tension and 
anxiety” in all patients Milt Own 
(80 cases), and enhanced 
recovery from acute cardiac THE ORIGINAL MEPROBAMATE | 
episodes in many cases.* 


* Waldman, S. and Pelner, L.: Management of anxiety associated 
with heart disease. Am. Pract. & Digest Treat. 8:1075, July 1957. 
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exceptionally prompt anti-inflammatory, antistress action... 
effectiveness demonstrable usually within one hour 


3 to 5 times the milligram potency of hydrocortisone 


virtually no sodium retention, edema, potassium loss 


For specific information regarding indications, dosage, side effects, precautions 
and contraindications refer to Schering literature. 


Supply Meticortecone Soluble Sterile Powder, 
prednisolone sodium hemisuccinate 50 mg./5 cc.; 5 cc. vial. 


Meti—t1.m.—brand of corticosteroids. 
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ANNOUNCING... new 


prednisolone sodium hemisuccinate SOLUBLE 


associated with emergency or elective surgery or fulminating infections 


shock unrés, onsive to standard therapy 
life-threatening drug reactions 
sight-threatening posterior-chamber eye lesions 
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THE 


Simpler 

Isuprel Mistometer 
provides in a single 
small unit aerosol 
therapy to stop an 
attack of asthma at 
once. 


10 seconds to 
assemble and use 

1. Pull green cap 
from mouthpiece. 2. 
Pull white mouth- 
piece off bottle, turn 
it sideways and fit 
hole in flattened end 
onto metal spout 
(valve stem) of bot- 
tle.3. Hold assembled 
unit between thumb 
and index finger, in- 
vert and close lips 
around open end of 
mouthpiece. 4. Inhale 
deeply while firmly 
pressing down on 
bottle. Wait one full 
minute if second dose 
necessary. Reassem- 
ble and place in 
pocket, purse or on 


bedside table. 


a single unit 
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More efficient 
Instead of 10 inhala- 
tions with a conven- 
tional hand-bulb neb- 
ulizer, usually one 
inhalation from the 
Isuprel Mistometer 
stops a mild asthma 
attack. It delivers a 
mist of optimal drop- 
let size down to the 
smallest bronchioles 
in accurate, unvary- 
ing doses. 


More economical 

Each vial of 10 ce. 
solution contains 
enough Isuprel 1:400 
(0.25°7) solution and 
inert propellant for 
200 inhalations. 
Nothing to pour or 
measure—no leak- 
age, no blockage be- 
cause of precise en- 
gineering. Solution 
remains sterile—is 
never exposed to air. 


More convenient 
About half the size 
of a pack of ciga- 
rettes, the Isuprel 
Mistometer is all one 
unit—needs no carry- 
ing case—fits easily 
in pocket or purse. 


MISTOMETER 


outmodes old oral inhalers for asthma 


Instant Bronchodilation for 
ASTHMA, CHRONIC BRONCHITIS, EMPHYSEMA 
Isuprel improves pulmonary ventilation and respiratory efficiency 


New York 18, N.Y. 


Isupre! (brand of isoproterenol), trademark reg. U. S, Pat. Off. *Mistometer, trademark, Metered Dose Aerosol Dispenser 
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(Penicillin V Potassium, Lilly) (Phenoxymethy! Penicillin, Potassium) 


Stability plus solubility provides greater absorption 


—twice as much hecigtin of penicillin as 

potassium penicillin G given orally. 
Greater total penicillemia is produced by 250 mg. “v-Cillin 5 


‘V-Cillin K' assure maximum peni- 
"ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S. 
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PATIENTS 


HE INCREASE in life expectancy has 
T resulted in a larger number of geriatric 
patients requiring surgery. The mortality 
and morbidity of the aged, after surgery, 
is higher than in younger patients. This usually is 
due to physiological derangements present  pre- 
operatively rather than directly to the surgery. 
The value of proper preoperative evaluation, 
especially in the aged, need hardly be dwelt upon 
The usual evaluation of operative risk is by clinical 
impression, based on the history, physical examina- 
tion, and routine laboratory determinations. This 
is inadequate in geriatric patients, in whom the 
existence of some degree of degenerative changes 
such as arteriosclerosis and/or pulmonary emphy- 
sema is prevalent. There are many specific tests to 
evaluate cardiovascular and pulmonary function. 
However, most of them are too elaborate and time 
consuming to be practical for anesthesiologists. 
This paper is a presentation of our effort to 
perform an adequate, yet simple, evaluation of 
the patient preoperatively and an analysis of the 
relationship of postoperative complications to the 
existing abnormalities in cardiac or pulmonary 
physiology. 


From the Division of Anesthesiology, Memorial Center for Cancer and Allied Diseases. 
Read before the Section on Anesthesiology at the 106th Annual Meeting of the American Medical Association, New York, June 6, 1957. 


CARDIAC AND PULMONARY EVALUATION IN ELDERLY 
BEFORE ELECTIVE SURGICAL 
Kuo Chen Wang, M.D. 


and 
William S. Howland, M.D., New York 


OPERATIONS 


The possibility of identifying patients who 
are liable to suffer complications after sur- 
gery was investigated in 482 patients with 
respect to three tests: the electrocardiogram, 
the ballistocardiogram, and a test designed 
to measure restrictive and/or obstructive fac- 
tors affecting ventilation. There were 212 pa- 
tients between 60 and 90 years of age, and 
in this group the incidence of unfavorable test 
results as well as postoperative complications 
was higher than in the younger age groups. 
There was little correlation between electro- 
cardiography and the subsequent course of 
the individual patient. Increase in postopera- 
tive complications is noticed in patients hav- 
ing abnormal ballistrocardiograms and venti- 
lation defects. The respiratory test was of 
value in enabling the surgeon to avoid major 
operations on the very few patients classed as 
prohibitive risks and to establish optimum 
operative conditions on patients with respira- 
tory handicaps. The results of preoperative 
evaluation of the surgical patient by clinical 
impression without these tests proved to be of 
little value in geriatic patients. 
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Method 


A day or two before the scheduled operation, 
the patient is seen in the preanesthesia clinic.* The 
history and physical examination are reviewed, and 
the following tests are performed: 

1. A 12-lead electrocardiogram is taken, and the 
interpretation of the tracing is recorded on the pre- 
anesthesia chart. If there has been a previous elec- 


TaBLeE 1.—Relation of Age to Morbidity and Mortality 


Difficulties 
None 
Minor 
Major 
Death 


Total 


trocardiogram, a comparison is made to determine 
if any important changes necessitating further in- 
vestigation have occurred. 

2. A ballistocardiogram is obtained with use of 
a high-frequency Starr-tvype table. Results are re- 
corded on a two-channel Sanborn direct writing 
recorder with simultaneous recording of the electro- 
cardiogram on the other channel. The ballisto- 
cardiogram is then graded according to the degree 
of deviation from normal into the classes 0, 1, 2, 3, 
and 4 of Brown and associates." 

3. A one-breath ventilation test for vital capacity 
and a 0.5-second expiratory capacity test are per- 
formed with the use of the Gaensler-Collins timed 
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Fig. 1.—Correlation between electrocardiograms and _ in- 
cidence of postoperative complications. 


vitalometer. The vital capacity is expressed as the 
percentage of the predicted vital capacity of the pa- 
tient according to height and weight, with modi- 
fication for the sedentary life of the aged. The 
0.5-second expiratory capacity is expressed as the 
percentage of the actual measured vital capacity 
of the patient.’ The results are classified as follows: 
(1) normal, indicated by a vital capacity of not 
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less than 80% of the predicted value and a 0.5- 
second expiratory capacity of not less than 60% of 
the measured vital capacity; (2) restrictive lesion, 
indicated by a vital capacity below 80% of the 
predicted value and a 0.5-second expiratory capaci- 
tv of 60% or more; (3) obstructive lesion, indicated 
by a vital capacity of 80% or more of the predicted 
value and a 0.5-second expiratory capacity below 
60% of the actual vital capacity; and (4) combined 
lesion, indicated by a combination of the obstruc- 
tive and restrictive lesion, with a vital capacity 
below 80%, and a 0.5-second expiration capacity 
below 60%. 

In order to determine whether any benefit is to 
be gained from these physiological evaluations, the 
usual operative risk rating is done by the anesthesi- 
ologist administering the anesthesia, without pre- 
vious knowledge of the result of these tests. 

Four hundred eight-two patients were followed 
through the postoperative period. Of these patients, 
92 had minor operations; 82, major head and neck 
operations; 50, radical mastectomy and _ superficial 
node dissection; 32, exploratory thoracotomy; 23, 
lobectomy, pneumonectomy, and esophagectomy; 


rasB_e 2.—Relation of Age to Abnormal Ballistocardiogram 
Patterns 


Total 


47, operation on stomach, duodenum, liver, gall- 
bladder or duct, pancreas, spleen, and small in- 
testine; 109, pelvic operation and lower abdominal 
operation; 56, radical pelvic operation; 4, inter- 
scapular amputation or hemipelvectomy; 12, ad- 
renalectomy; 1, kidney operation; 1, hypophy- 
sectomy; and 1, induction of anesthesia without 
operation. This gives a total of 516 procedures. 

The complications, within two weeks of opera- 
tion, excluding those complications directly result- 
ing from surgery, such as massive hemorrhage, 
were graded according to severity as none, minor, 
major, and death. Among the minor difficulties were 
transient moderate hypotensive episodes, arrhyth- 
mias, and respiratory disturbances which required 
no treatment or responded promptly to symptomatic 
treatment. Major difficulties included shock, ar- 
rhythmias requiring intensive treatment, congestive 
failure, pulmonary edema, prolonged hypotension, 
myocardial infarction, atelectasis, pneumonia, re- 
spiratory insufficiency, renal shutdown, and electro- 
lyte imbalance. 

For purposes of comparison, the patients were 
separated into three age groups: group 1, consisting 
of patients between 16 and 39 years of age; group 
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2, consisting of patients between 40 and 59 years 
of age; and group 3, consisting of patients 60 to 
90 years of age. The morbidity and mortality among 
the different age groups and within each group 
were compared as to the different physiological 
disturbances diagnosed in the preanesthesia clinic. 


Results 


Four hundred eighty-two patients, ranging in age 
from 16 to 90, were evaluated in the preanesthesia 
clinic. There were 46 patients in group 1 (16 to 39 
vears of age), 224 patients in group 2 (40 to 59 
vears of age), and 212 patients in group 3 (60 to 
90 vears of age). The number of patients in group 
1 is too small for analysis of correlation, but the 
other two groups are comparable. 

The mortality and morbidity are shown in table 
1. With advance in age, fewer patients have an 
uneventful operative and postoperative course. The 
incidence of serious complications and death is 
increased, while that of minor complications shows 
little variation. 

Cardiovascular Evaluation.—The results of cardio- 
vascular evaluation showed a definite trend with 
increasing age. In group | 87% of the patients had 
a normal electrocardiogram. This decreased to 70% 
in group 2 and 44% in group 3. The electrocardio- 
graphic abnormalities observed in patients above 
60 vears of age were: nonspecific ST-segment 
changes, 19.3%; bundle branch block, 10.4%; ven- 
tricular premature contractions, 9%; left ventricular 
hypertrophy, 3.8%; auricular premature contrac- 
tions, 3.3%; old myocardial infarction, 2.8%; auricu- 
lo-ventricular block, 2.8%; auricular fibrillation, 
2.8%: and low voltage, 1.9%. 
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Fig. 2.—Relation between ballistocardiogram classifica- 
tions and incidence of uneventful recoveries. 


There is little definite pattem of correlation be- 
tween the electrocardiogram and the incidence of 
postoperative complications (fig. 1). In the group 
over 60 years of age only two electrocardiographic 
abnormalities were associated with a high degree 
of postoperative complications. They were evidence 
of an old myocardial infarction and auricular pre- 
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mature contractions. In six patients with evidence 
of an old myocardial infarction, there was one 
death, two major and one minor complications. In 
four patients with auricular premature contractions 
there were one death and two major complications 
occurring postoperatively. 

The ballistocardiogram also shows a tendency 
toward more abnormal patterns with increasing age 
(table 2). In group 1 classes 0 and 1 predominate, 


TABLE 3.—Relation of Age to Incidence of Lesions of the 
Respiratory Tract 


Age, Yr 
Respiratory P ! lV 4 x Total 
Nc 14 7 11 
Restrictive 17 47 
Obstructive 7 


in group 2 classes 1 and 2 occur more frequently, 


and in group 3 classes 2 and 3 are predominate. 
There were 46 patients in group 1, with 1 patient 
each in classes 2 and 3 and none in class 4. There- 
fore little significance could be attached to the 
incidence of complications during and after opera- 
tion in relation to the classification of their ballisto- 
cardiograms. In the two groups above 40 vears of 
age there is a decrease in the number of patients 
having an uneventful operative course and an in- 
crease in mortality and morbidity in those having 
classes 3 and 4 ballistocardiograms (fig. 2). 

Respiratory Evaluation.—There is little difference 
in the incidence ot the obstructive lesions of the 
respiratory tract in the three age groups. However, 
the number of restrictive and combined restrictive- 
obstructive lesions are increased with age (table 3). 
Only a small proportion of patients over 60 vears 
of age have normal ventilation. Any type of ventila- 
tory defect (obstructive, restrictive, or mixed) in- 
creases the incidence of postoperative complications 
in the older age group (fig. 3). The clinical im- 
pression that elderly patients with emphysema 
develop more complications postoperatively is con- 
firmed by the greater incidence of complications in 
group 3 in patients with obstructive lesions. 

Evaluation By Anesthesiologist.—The results of 
the comparison of the usual operative risk rating 
by the anesthesiologist to the complications occur- 
ring during operation and in the postoperative peri- 
od is shown in figure 4. Good correlation is present 
in the two groups of patients below 60 years of age, 
but above this age the clinical impression of the 
anesthesiologist is of no value in predicting opera- 
tive or postoperative complications. Patients rated 
as poor risks did as well as patients adjudged to 
be good risks. 

Severity of Operations.—There was no increase in 
mortality and morbidity among elderly patients 
after minor or extensive superficial operations such 
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as radical mastectomy or groin dissection, During 
and after major surgery the mortality and morbidi- 
ty is higher in the group over 60 years of age. 
This is especially pronounced among those who 
have undergone thoracic and upper abdominal 
operations. 
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Fig. 3.—Relation of age to incidence of postoperative 


complications. 


Comment 


Much of the difficulty in the preoperative evalu- 
ation of geriatric patients is due to the presence of 
subclinical degenerative changes with impairment 
of the functional capacity or reserve of various 
organ systems. It would be desirable to be able to 
detect these changes and to have some indication 
of the extent of involvement, especially of the 
cardiovascular and pulmonary systems. The fact 
that the tests we use tend to give abnormal results 
in an increased proportion of the elderly patients 
is suggestive of some relationship to these degen- 
erative changes. 

The lack of correlation between the electrocardio- 
gram and postoperative complications is not sur- 
prising since the electrocardiogram is not a measure 
of the functional capacity of the heart. The use of 
the electrocardiogram in heart disease detection for 
general screening purposes has been proposed from 
time to time. Internists differ in their opinion of its 
value, mainly because of its lack of precise correla- 
tion with the clinical symptoms of heart disease.” 
However, in the older age group the electrocardio- 
gram may be an early clue to, or definite confirm- 
ing evidence of, many abnormalities of the heart, 
such as diffuse myocardial disease, hyperirritability, 
conduction defects, and myocardial infarction. 

Such specific information has been found most 
valuable in determining whether some preventive 
measure or further investigation is necessary in 
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certain patients before the proposed surgical pro- 
cedure. In addition, a preoperative electrocardio- 
gram provides a good base line for comparison 
during the operation or in case of cardiac compli- 
cations, postoperatively. 

Levine, de Peyster, and Hannigan all found in- 
creased mortality and morbidity in surgical pa- 
tients who had a healed myocardial infarction.” 
Both Levine“ and Finkbeiner and_ associates 
found that chronic auricular fibrillation does not 
contribute to operative and postoperative complica- 
tions, and Pfeiffer and LaDue * reported no increase 
in surgical mortality in patients with bundle-branch 
block. Our results confirm these observations. 

The clinical application of the ballistocardiogram 
ll established as that of the electro- 
cardiogram. In the young normal person it corre- 
lates quantitatively with the cardiac output as 


is not as 


determined by Fick’s principle. The ballistocardio- 
gram is believed by most investigators to be pri- 
marily related to the strength of heart beat,” and 
there is a close association of the abnormal ballisto- 
Various 


cardiogram with coronary heart disease.’ 
investigators have found it to be a sensitive indi- 
cator of the functional capacity of the heart in 
many divergent conditions such as paroxymal tachy- 
cardia, bundle-branch block, and angina pectoris."' 
It is especially informative when repeated record- 
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Fig. 4.—Comparison of anesthesiologist’s risk rating and 
incidence of operative and postoperative complications. 


ings of the same patient are taken at intervals and 
compared.'” Some investigators have used it in con- 
junction with a standard exercise test. 

We have found increased operative and _post- 
operative morbidity and mortality in the patients 
with abnormal ballistocardiograms in this series. 
Although extreme caution should be exercised in 
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the interpretation of one single resting record, a 
nearly normal ballistocardiogram in the elderly pa- 
tient justifies a more optimistic outlook, and a poor 
one in the younger serves as a warning signal. 

Cooperative effort on the part of the patient is 
a necessity for any ventilation test, and ease in 
performance contributes greatly to accuracy of the 
results. The convenience in using a Gaensler-Collins 
vitalometer for ventilation tests has been shown by 
Miller, and Wu, and Johnson.* 

Gaensler,'* in 1951, used the timed vital capacity 
instead of the maximum breathing capacity for the 
detection of faulty expiratory flow rate. He found 
good correlation between the maximum breathing 
capacity and the first one-second portion of the 
expiratory vital capacity in the normal individuals. 
Miller and co-workers '* demonstrated that the first 
0.5-second portion of the expiratory vital capacity 
truly represents the maximum air flow; that it cor- 
relates well with the maximum breathing capacity 
in normal persons, and is superior to the maximum 
breathing capacity test in patients with abnormai 
ventilation because it is not affected by extra- 
pulmonary factors. 

The purpose of these ventilation tests is to enable 
us to avoid a major surgical procedure on the very 
few prohibitive respiratory risks and to establish 
optimum operative conditions for other patients by 
determining the necessity for preoperative respira- 
tory therapy. Patients who have marked obstructive 
lesions should receive bronchodilators, expectorants, 
and, in some cases, antibiotics preoperatively.’ 

It is not the purpose of this presentation to go 
into the equally important aspects of renal function, 
blood volume, and electrolyte balance. Certainly, 
a fairly complete clinical chemistry and blood vol- 
ume determination should be part of the routine 
preoperative examination of the geriatric patients. 
Abnormalities should be corrected accordingly be- 
fore the surgery. 

Summary and Conclusions 

Simple tests including a 12-lead electrocardio- 
gram, ballistocardiogram, and one-breath ventilation 
test for vital capacity and 0.5-second expiratory 
capacity were incorporated as part of a preanes- 
thesia evaluation program for 482 geriatric patients. 
Correlation of the data with the subsequent opera- 
tive and postoperative course indicated an increase 
in the incidence of postoperative complications in 
patients having abnormal ballistocardiograms and 
ventilatory defects. The usual method of evaluation 
of preoperative risk by clinical impression is of 
little value in geriatric patients. Definitive evidence 
of degenerative cardiopulmonary disease can often 
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be elicited in the older age groups and serves as 
a guide for conduction of anesthesia and postopera- 
tive therapy. 

444 E. 68th St. (21) (Dr. Wang). 
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SEGMENTAL THROMBO-OBLITERATIVE DISEASE 


OF BRANCHES 


OF AORTIC ARCH 


SUCCESSFUL SURGICAL TREATMENT 


Michael E. De Bakey, M.D., George C. Morris Jr., M.D., George L. Jordan Jr., M.D. 


Denton A. Cooley, M.D., Houston, Texas 


Segmental thrombo-obliterative disease of branch- 
es of the aortic arch is a term used to designate 
a clinical entity resulting from occlusion of one or 
more of the major branches arising from the aortic 
arch and characterized by manifestations of ischemic 
disturbances and absence of pulses in the head, 
neck, and upper extremities. Other terms which 
have been applied to this condition are the aortic 
arch syndrome, pulseless disease, reverse coarcta- 
tion, Takayasu's disease, Martorell’s syndrome, and 
thrombotic obliteration of the branches of the aortic 
arch. Although the condition was well described by 
Broadbent ' in 1875, except for the report of Taka- 
yasu * in 1908, and subsequently of other Japanese 
ophthalmologists, little interest in the disease has 
been shown until recently, following particularly the 
report of Shimizu and Sano* in 1951. Their report 
with its eye-catching title, “pulseless disease,” re- 
ceived wide recognition and undoubtedly gave 
much impetus to the greater awareness of the con- 
dition. Since then an increasing number of reports 
have appeared in both the American and the Euro- 
pean literature, and in their recent thorough survey 
of these publications Kalmansohn and Kalmansohn * 
were able to collect 90 cases. Contrary to earlier 
indication that the disease was predominantly of 
Japanese origin, these reports would suggest that it 
has widespread geographical distribution and prob- 
ably occurs more frequently than previously real- 
ized. 

The etiology of this condition remains obscure, 
although various factors have been proposed as con- 
tributing to its causation, including syphilitic aortitis, 
nonspecific arteritis, atheromatosis, thromboangiitis 
obliterans, trauma, allergic reaction, and _ specific 
infections. These and other considerations of the 
etiology and pathogenesis recently have been thor- 
oughly discussed by Ross and McKusick’ and by 
Kalmansohn and Kalmansohn * in their extensive re- 
views of this subject. The disease tends to occur 
predominantly in young women; however, more 
recently, an increasing number of cases has been 
found in members of the male sex, and persons af- 
flicted with it in the second through the seventh age 
decades have been encountered. 


From the Cora and Webb Mading Department of Surgery, Baylor 
University College of Medicine, and the surgical services of the Meth- 
odist, Veterans Administration, and Jefferson Davis Hospitals. 


Thrombo-obliterative disease of the 
branches of the aortic arch causes symptoms 
of ischemia in the head and upper extremi- 
ties. In the two cases here described it was 
sharply delimited. In the first case its location 
was determined with the help of aor- 
tography; in the second, the physical findings 
with usual chest roentgenograms sufficed. In 
the first case two incisions in the neck were 
needed fo settle the diagnosis and to per- 
mit thromboendarterectomy at the level of 
the carotid sinus; in addition, a right anterior 
thoracotomy in the second interspace was 
needed, and a bifurcated nylon tube was in- 
serted to lead from the aorta past the ob- 
structed brachiocephalic trunk to the right 
subclavian and common caratid arteries. In 
the second case an obstruction involving the 
left subclavian artery was removed by throm- 
boendarterectomy. Normal pulsations reap- 
peared in the arteries distal to the site of 
operation in each case. Both patients were 
relieved of symptoms and were able to re- 
turn to work. 


Certain pathological features of the disease are 
noteworthy since, as will be indicated later, they 
have a significant bearing upon therapy. First, the 
pathological process appears to be fairly well local- 
ized, involving primarily the innominate, carotid, 
and subclavian arteries. The disease rarely extends 
beyond the course of these vessels in the neck, and 
proximally is limited to their origin from the aortic 
arch. Thus, the obliterative process seems to be 
quite segmental in character, with relatively normal 
arterial lumens proximally and distally. In this re- 
spect, the disease appears to be similar to the 
Leriche syndrome (thrombotic obliteration of the 
terminal abdominal aorta and bifurcation ). Another 
noteworthy feature is that the histological nature of 
the lesion suggests periarteritis nodosa with intimal 
proliferation and thrombotic obliteration of the 
lumen, as well as fibroblastic proliferation of the 
media and adventitia. 
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The clinical manifestations of the disease are 
rather protean, depending upon the nature and ex- 
tent of the obliterative process and the adequacy of 
collateral circulation. In general, they may be classi- 
fied into categories according to the parts of the 
human body—brain, eyes, face, and upper extremi- 
ties—affected by the arterial insufficiency. The neu- 
rological disturbances resulting from cerebral 
ischemia vary considerably from relatively mild 
symptoms of headache, vertigo, and fainting attacks 
to more severe epileptiform convulsions and actual 
paralysis. Ocular disturbances range from photopsia 
to blindness. Skin and muscle atrophy, and even 
ulcerative lesions in the face, may occur as a result 
of inadequacy of circulation to these parts. Symp- 
toms of arterial insufficiency in the upper extremities 
are usually mild, consisting mainly of weakness, in- 
creased fatigability, paresthesia, and occasionally 
claudication. Trophic changes are also mild and 
ischemic lesions are uncommon. The most striking 
findings in the upper extremities are absence of 
pulsations and of detectable blood pressure. Insidi- 
ous in onset, the disease tends to assume a gradual 
course extending over a number of years with pro- 
gressive increase in symptoms, cerebral ischemia be- 
ing the most common cause of death. 

Treatment of this disease by various medical 
means has been generally disappointing. Obviously, 
effective therapy must be directed toward restora- 
tion of normal blood flow, an objective which may 
best be approached by surgical means. As far as we 
have been able to determine from a review of the 
literature this has been attempted in only four cases. 
The first two cases were reported by Shimizu and 
Sano.’ In one of the patients the procedure con- 
sisted of thrombectomy through the sacrificed ex- 
ternal carotid artery, with denervation of the carotid 
sinus and removal of the carotid body; this opera- 
tion was followed by “some relief.” In the other 
patient, who had occlusion of the right subclavian 
and common carotid arteries, the procedure con- 
sisted of resection of the carotid bifurcation and the 
use of a venous homograft between the common 
and internal carotid arteries after sacrificing the ex- 
ternal carotid artery. Although the syncopal attacks 
were relieved, an arteriogram “did not demonstrate 
much blood flow into the brain through this graft.” 
In the third case, a modified endarterectomy of the 
left common carotid artery was performed by ex- 
posing the vessel in the neck and passing a probe 
proximally through the patent but contracted lumen 
into the aorta. A free flow of blood was obtained 
and pulsations in the artery restored, but the final 
result of this case was apparently not entirely satis- 
factory, since a subsequent operation became neces- 
sary. This second operation consisted of grafting the 
aorta of an infant between the aortic arch and the 
patent portion of the common carotid artery, and 
was followed by alleviation of dizziness, tinnitus, 
and convulsions.” In the fourth patient, who 
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had occlusion of the innominate artery and partial 
obstruction of the left subclavian artery, thrombo- 
endarterectomy of the innominate artery was per- 
formed through a right anterior thoracotomy 
approach.® This resulted in improvement of the 
symptoms referable to the central nervous system 
and to the development of a “weak carotid pulse,” 
but pulses in the right arm remained absent. 

In the light of these observations, which reflect a 
paucity of surgical experience in this disease and 
indicate the generally equivocal results obtained, it 
seems desirable to report the following two cases in 
which the methods of surgical treatment employed 
were followed by complete restoration of normal 
circulation in the arterial bed of the occluded great 
vessels. Of added interest is the fact that they repre- 
sent successful surgical treatment of claudication in 
the upper extremity and are the only recorded cases 
in which treatment was directed toward this symp- 
tom. 

Report of Cases 


Case 1.—A man 51 years old was admitted on Dec. 17, 
1956, te the Houston Veterans Administration Hospital be- 
cause of pain and weakness in the right upper extremity. 
Six months prior to admission, he had been forced to discon- 
tinue work as a painter because of claudication in the right 
forearm and arm. He had had no visual symptoms, syncopal 
attacks, or convulsions; the only symptoms indicating possi- 
ble cerebral ischemia were lassitude and generalized weak- 
ness. He had lost 18 Ib. (8 kg.) during the six months prior 
to admission. 

At the time of admission his blood pressure was 130/70 
mm. Hg in the left arm and unobtainable in the right arm. 
No pulses were palpable in the right upper extremity. In 
the neck, subclavian and carotid pulsations were absent on 
the right but present on the left side. The temporal artery 
pulse was absent on the right but present on the left. Venous 
filling was diminished over the right forehead and in the 
right arm. On funduscopic examination only early arterio- 
sclerotic changes were noted. Positive neurological signs were 
confined to the right arm and consisted of absence of deep 
tendon reflexes, with an area of anesthesia over the ante- 
cubital space. The right arm and forearm were easily fa- 
tigued on exercise, but no atrophic changes were observed 

Laboratory studies revealed the hematocrit value to be 
45%; hemoglobin level 15 gm. per 100 ml.; and leukocyte 
count 8,500 per cubic millimeter, with 63% neutrophils, 3% 
stab cells, 32% lymphocytes, 1% monocytes, and 1% eosino- 
phils. The specific gravity of the urine was 1.008 on two 
occasions. The blood urea nitrogen level was 9 mg. pet 
100 ml. A Venereal Disease Research Laboratory floccula- 
tion test and a Kahn precipitation test were nonreactive on 
two occasions. Results of a Treponema pallidum immobiliza- 
tion test were negative. Electrocardiographic tracings were 
within normal limits. No abnormalities could be detected in 
routine roentgenograms of the chest. An aortogram made 
after intravenous injection of sodium acetrizoate (Urokon 
sodium) demonstrated complete occlusion of the innominate 
artery near its origin and patent left common carotid and 
subclavian arteries (fig. 1). Oscillographic and plethysmo- 
graphic studies showed severe reduction of arterial circula- 
tion in the right arm and hand. 

A diagnosis of thrombo-obliterative disease involving the 
innominate artery was made (fig. 1). Although the aorto- 
gram did not reveal the distal limits of the occlusive lesion, 
it was postulated that the obliterative process was segmental 
in nature and that patency of the peripheral arterial bed 
existed. It was further assumed that this condition would 
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probably be found in the subclavian artery just distal to its 
origin from the innominate and in the internal and external 
carotid arteries near the bifurcation. Accordingly, at opera- 
tion on Jan. 4, 1957, the right supraclavicular region was 
approached first, and through an oblique incision immedi- 


Fig. 1.—A, aortogram in case 1, after intravenous injection 
of sodium acetrizoate (Urokon sodium), showing occlusion 
of innominate artery near its origin and patency of left 
common carotid and left subclavian arteries. B, diagram in- 
dicating by shaded area the extent of occlusion. 


ately above the clavicle the right subclavian artery was 
exposed. Palpation revealed no pulsation in the artery, but 
a compressible lumen was found beginning at about the 
origin of the thyrocervical trunk. A small arteriotomy in this 
region confirmed the presence of a patent lumen with good 
retrograde blood flow. A second small cervical incision 
was then made to expose the carotid bifurcation. After the 
right common carotid artery was mobilized for a few centi- 
meters proximal to its bifurcation, and the internal and the 
external carotid arteries for a similar distance distally, it was 
found that the thrombotic obliterative process extended 
throughout the common carotid artery and its bifurcation. 
Both the internal and external carotid arteries, however, 
were found to have compressible lumens beginning about 
2 cm. distal to their origin. The common carotid artery was 
then transected at a point approximately 2 cm. proximal to 
its bifurcation, revealing an organized thrombus filling its 
lumen. The proximal end was ligated and thromboendarte- 
rectomy was performed in the distal end. After removal of 
this thrombotic process through the carotid bifurcation, a 
normal lumen was established in this distal segment with 
vigorous retrograde flow from both internal and external 
carotid arteries. 

A right anterior thoracotomy through an incision in the 
second interspace was then made in order to expose the 
ascending aorta. The mediastinal pleura was incised and 
mobilized sufficiently to provide adequate exposure of the 
ascending aorta. A curved clamp was applied to the antero- 
lateral wall of the ascending aorta, thus excluding a portion 
of its wall, through which an incision about 3 cm. in length 
was made. To this aortotomy the trunk of an Edwards-Tapp 
nylon bifurcation tube was anastomosed, end to side, using 
a continuous suture of 000 arterial silk (fig. 2). The two 
limbs of the nylon tube were then passed through the 
superior mediastinum and the thoracic outlet into the neck. 
One limb was brought into the supraclavicular incision and 
anastomosed end to side to the subclavian artery with con- 
tinuous 0000 arterial silk (fig. 3). The other limb was 
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brought up to the superior cervical incision and anastomosed 
end to end to the endarterectomized common carotid artery 
(fig. 4). Immediately after release of the occluding clamps, 
strong pulsations could be palpated in the subclavian, in- 
ternal, and external carotid arteries as well as in the right 
radial and temporal arteries. 

The patient made an uneventful recovery and was dis- 
charged from the hospital in excellent condition on Jan. 30, 
1957. Oscillographic and plethysmographic studies following 
operation showed striking improvement in circulation to the 
right upper extremity. An aortogram made after operation 
revealed the nylon bypass graft to be patent and functioning 
well, with blood flow to both the subclavian and_ right 
common carotid arteries (fig. 5). At the last examination, a 
little over three months after operation, the patient stated 
that he was completely relieved of his previous symptoms 
of claudication in the right arm and that he was again work- 
ing as a house painter. The right temporal and radial pulses 
were bounding and blood pressure in the right arm was 
normal. 

Pathological studies of the excised specimen revealed a 
central core of a somewhat laminated well-organized throm- 
bus with an irregular surrounding layer of intimal prolifera- 
tion. 


Case 2.—A man 47 years old was admitted on March 20, 


1957, to Methodist Hospital with the chief complaint of 
pain in the left arm and shoulder, weakness, and increased 
fatigability. These symptoms began about 18 months priot 
to admission. Pain appeared periodically in the region of the 
head of the humerus and also occurred posteriorly beneath 
the left scapula. Exercise of the hand and forearm produced 


Fig. 2.—A, photograph made at operation in case 1, show- 
ing end-to-side anastomosis of the nylon bifurcation tube to 
anterolateral wall of ascending aorta. B, diagram illustrating 
relation of this part of operation (represented in square 
frame) to distal anastomoses of nylon tube to subclavian 
and carotid arteries to bypass innominate artery obstruction. 


pain and aching sensations below the elbow, and any at- 
tempt by the patient to work with his hand higher than his 
head produced a helpless and numb feeling in the left arm. 
After strenuous exercise in November, 1956, he had aching 
pain in his left arm and fingers which lasted for two days 
and was accompanied by considerable soreness of the fore- 
arm. 
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On physical examination his blood pressure was 130/80 
mm. Hg in the right arm. There was evidence of vascular 
insufficiency in the left hand as manifested by the Allen test. 
No pulses were palpable at the wrist or in the brachial 
region, and blood pressure in the left arm was not obtain- 


Fig. 3.—A, photograph made at operation in case 1, show- 
ing end-to-side anastomosis of one limb of nylon bifurcation 
tube to right subclavian artery and extension of other limb 
upward toward carotid bifurcation with vagus nerve lying 
just medially. B, diagram indicating these structures (in 
framed rectangle) and their relationship to the completed 
operation. 


able. Pulsations in both common carotid arteries were 
normal. There was no evidence of a Horner’s syndrome, and 
tests for scalenus anticus syndrome were negative. He was 
otherwise healthy and well developed. 

Laboratory studies revealed a normal hemogram and 
urinalysis. Serologic tests for syphilis, including the Venereal 
Disease Research Laboratory test, were negative. Roentgeno- 
grams of the chest revealed no cardiac enlargement or ab- 
normality in the superior mediastinum. 

A diagnosis of thrombo-obliterative disease of the left 
subclavian artery was made, and operation was performed 
on March 21, 1957. With the patient lying in the supine 
position with his head turned to the right, a left supra- 
clavicular transverse cervical incision was made, and _ the 
subclavian and axillary arteries were exposed after dividing 
the scalenus anticus muscle. The distal portion of the sub- 
clavian artery was patent, but a thrombus could be palpated 
in the proximal undivided subclavian artery. There was 
adequate flow in the axillary vessel distally and no evidence 
of arteriosclerotic mural changes. A left anterior incision in 
the second intercostal space was made and exploratory 
thoracotomy was performed. The left common carotid artery 
and aortic arch revealed minimal evidence of atherosclerotic 
change. The subclavian artery was occluded from its origin 
at the aortic arch to the level of its first branches, including 
the internal mammary and vertebral arteries (fig. 6A). The 
aortic arch was mobilized and a traction tape was passed 
about the arch. A curved arterial clamp was then placed 
across the base of the subclavian artery, occluding a portion 
of the aortic arch. The subclavian artery was occluded 
distally with a bulldog clamp, and an incision was made 
from the base of the subclavian artery along the course of 
the thrombus. The thrombus was peeled out of the lumen 
of the vessel in a satisfactory plane of dissection. A forceful 
flow of blood was obtained from the distal segment. The 
arteriotomy incision was repaired with continuous silk 
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sutures (fig. 6B). The clamps were released and a satisfac- 
tory pulse returned in the left arm. The thoracotomy and 
cervical incisions were repaired. 

The patient’s postoperative course was uneventful, and he 
was discharged from the hospital on March 29, 1957. Im- 
mediately after operation the left radial pulse was palpable, 
and it has since remained normal. Blood pressure in the left 
arm was also restored to normal (130/80 mm. Hg). The 
hand and forearm remained warm and caused no further 
pain. Arteriographic studies following operation demon- 
strated normal patency of the left subclavian artery. Follow- 
up examination six weeks after operation revealed the pa- 
tient to be symptom-free, and he had returned to work 

Histopathological studies of the excised specimen revealed 
that it consisted of laminated thrombus which was fairly 
well organized with a surrounding edge of endothelium 
containing some lipid substances, indicating a moderate 
degree of intimal proliferation 


Comment 


Although the etiology of segmental thrombo-ob- 
literative disease of branches of the aortic arch re- 
mains obscure, its pathological features have been 
well established and are fairly characteristic. In this 
regard the most important consideration is the fact 
that the thrombo-obliterative process is well local- 
ized, even when it involves all the major branches 
of the aortic arch. The obliterative lesion usually 
begins at or near the origin of the great vessels 
arising from the aortic arch. No case has been en- 
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Fig. 4.—A, photograph made at operation in case 1, show- 
ing end-to-end anastomosis between one limb of nylon 
bifurcation tube and distal endarterectomized segment of 
common carotid artery just proximal to its bifurcation. 
Hypoglossal nerve may be seen beneath superior retractor. 
B, diagram representing this part of operation (in framed 
rectangle) and its relationship to completed operation. 


countered in which the aortic lumen has been ob- 
literated. The distal extent of the lesion is variable, 
but the lesion rarely extends much beyond the 
bifurcation of the common carotid arteries and the 
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supraclavicular portion of the subclavian arteries. 
Thus, like the Leriche syndrome, the occlusive proc- 
ess is segmented in character, with a patent lumen 
in the aorta proximally and a patent peripheral 
arterial bed distally. The significance of this for- 
tunate pathological feature of the disease Jies in the 
fact that it permits direct surgical attack upon the 
occlusive process in reestablishing arterial continuity 
and normal circulation. 

Several methods of surgical treatment are avail- 
able for this purpose, namely, thromboendarte- 
rectomy, excision with graft replacement, and the use 
of a bypass graft. The indications for each of these 
procedures are dependent upon the location, extent, 
and nature of the occlusive process. In short, well- 
localized occlusive lesions such as that encountered 
in case 2, thromboendarterectomy may prove en- 
tirely adequate in reestablishing normal blood flow. 
In most cases, however, the thrombo-obliterative 
process is likely to be more extensive and tends to 
involve the entire length of these vessels. Under 
these circumstances we believe that the bypass is 
the procedure of choice. For one thing, it has the 
advantage of simplifying the surgical procedure and 
minimizing the extent of operative trauma. For an- 
other, it is less likely to produce injury or inter- 
ference with established collateral vessels. In some 


Fig. 5.—A, angiocardiogram made one month after opera- 
tion in case 1, showing patent and functioning nylon bifur- 
cation tube attached to ascending aorta. B, diagram showing 
relationships. 


instances it may be desirable to combine it with 
thromboendarterectomy of a short distal segment, as 
illustrated in case 2 described herein. Even in cases 
in which all of the major branches of the aortic arch 
are involved, it may be effectively employed simply 
by attaching additional limbs to the bypass graft. 
Since a proximal source of blood flow is available 
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from the ascending aorta, the only requirement in 
the application of this procedure is the establish- 
ment of a patent lumen in the arteries distal to the 
obstruction. This can readily be determined by ex- 
posure of these vessels through small incisions in 
the neck. 


Fig. 6.—Diagram illustrating (A) location and extent of 
thrombo-obliterative lesion (represented by black area) in- 
volving left subclavian artery in case 2 and (B) operative 
procedure, consisting of longitudinal arteriotomy, thrombo- 
endarterectomy, and suture repair. 


Summary 


Segmental thrombo-obliterative disease of the 
branches of the aortic arch, which has also been 
designated as the aortic arch syndrome, pulseless 
disease, Takayasu's disease, and Martorell’s syn- 
drome, is a clinical entity resulting from occlusion of 
one or more of the great vessels arising from the 
aortic arch and characterized by manifestations of 
ischemic disturbances and absence of pulses in the 
head, neck, and upper extremities. 

Although the etiology of this condition remains 
obscure, its pathological features are fairly char- 
acteristic. Most significant in this regard is the fact 
that the thrombo-obliterative process tends to be 
fairly well localized and segmental in character. The 
occlusive lesion usually begins at or near the origin 
of the great vessels arising from the aortic arch and 
rarely extends much beyond the bifurcation of the 
common carotid arteries or the supraclavicular por- 
tion of the subclavian arteries. This fortunate pa- 
thological feature of the disease thus permits direct 
surgical attack upon the lesion in reestablishing 
normal circulation. 

Surgical treatment was successfully applied in two 
cases, in one by the use of the bypass principle and 
in the other by thromboendarterectomy. In both of 
these cases surgery was followed by complete relief 
of symptoms and restoration of normal circulation. 


Baylor University College of Medicine (25) (Dr. De 
Bakey ). 
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IN ANESTHESIOLOGY 


CLINICAL 


APPLICATIONS 


Barnett A. Greene, M.D., Brooklyn, N. Y. 


Surgical anesthesia is an experiment in physiolo- 
gy and pharmacology. Even the expert anesthesi 
ologist is often perplexed in attempting to coordi- 
nate the multitude of isolated facts related to the 
patient’s preoperative disease and condition, surgi- 
cal stimuli and positions, deviations of blood vol- 
ume, derangements of water, mineral, and carbo- 
hydrate metabolism, variations in temperature, and 
changes induced by anesthetic agents and_tech- 
niques. It is a tribute to clinical art that the anes- 
thesiologist can depend on such simple data as 
changes in blood pressure and heart rate to com- 
prehend the net circulatory changes resulting from 
the great number of external influences imposed by 
the surgeon and anesthesiologist multiplied by the 
complex variety of internal responses of the patient. 

The usual data may not suffice, however, in the 
management of anesthesia for more complicated 
and prolonged operations in “poor-risk” patients. 
In these difficult situations the most important prob- 
lems are the prevention and treatment of circula- 
tory derangements. Despite much recent progress 
in anesthesiology, the treatment of hypotensive 
states is still frequently unsatisfactory, as evidenced 
by the wasteful or harmful abuse of transfusions, 
the nonspecific “shotgun” administration of artere- 
nol, and the failure to recognize myocardial in- 
sufficiency during operation. Apparently we still 
often need more refined data for prompt and deci- 
sive diagnostic and therapeutic opinions in cardio- 
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Total peripheral resistance is defined and 
measured in terms of the force required to 
maintain blood flow from the root of the 
aorta to the venous exit into the auricles. 
Observing changes only in blood pressure 
and heart rate may not suffice in the man- 
agement of anesthesia for complicated and 
prolonged operations in “‘poor-risk’’ patients. 
In these difficult situations the most im- 
portant problems are the prevention and 
treatment of circulatory derangements. The 
stroke-volume (pulse-pressure) formulas are 
ideal for the investigation of problems in- 
volving acute fluctuations in blood pressure. 
The clinical anesthesiologist can estimate 
cardiac output and total peripheral resistance 
with ordinary clinical data. The most valuable 
clinical application of the stroke-volume 
formulas has been to evaluate and interpret 
the pressor effect of 90-degree passive ele- 
vation of the extremities (the “L’ 
position or maneuver). The “L’’ maneuver is 
a clinical aid in the management of cardio- 
vascular changes associated with anesthesia. 


lower 


vascular anesthesiology. Such clinical information 
may be obtained by the application of studies of 
cardiac output and total peripheral resistance. 
Valuable contributions to this field have been 
produced with methods and concepts generated by 
the pioneer work of Cournand and his associates in 
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1942. They revolutionized human cardiovascular 
physiology in applying cardiac catheterization and 
the direct Fick principle to man. Direct Fick meth- 
ods then served in calibrating and evaluating other 
methods of measuring cardiac output and total pe- 
ripheral resistance, viz., (1) indirect Fick methods, 
employing carbon dioxide or acetylene; (2) dye- 
dilution; (3) ballistocardiograph; and (4) pulse- 
pressure (stroke-volume ) formulas. 

Many anesthesiologists and physiologists have 
analyzed the hemodynamic effects of anesthetic 
agents and methods in man‘ with use of the direct 
Fick, dye-dilution, or ballistocardiographic meth- 
ods. The pulse-pressure formulas developed by 
Remington and his co-workers * and Starr and his 
associates * have not been utilized by anesthesi- 
ologists. 

In 1956 the two blood pressure methods of esti- 
mating cardiac output were applied in excellent 
studies by two independent teams of expert investi- 
gators. Assali and his associates emploved a for- 
mula of Starr in investigating the hemodynamic ef- 
fects of reserpine and Veratrum drugs.’ Hendricks 
and Quilligan based a superlative study of cardiac 
output during labor on the pulse-pressure method 
of Remington and Hamilton.’ Both groups found 
results consistent with the data that they obtained 
with a laboratory method of measuring cardiac 
output. 

The stroke-volume_ (pulse-pressure) formulas 
are ideal for the investigation of problems involv- 
ing acute fluctuations in blood pressure. Anesthesi- 
ologists are primarily interested in obtaining values 
of cardiac output and tetal peripheral resistance 
which show transient trends and variations in rela- 
tion to drugs, surgical positions, and other factors 
acting on an individual patient during a given op- 
eration. Absolute values of cardiac output and total 
peripheral resistance are less important than con- 
tinuous and immediately comparable values. For 
this clinical purpose one requires only the accurate 
measurement of blood pressure and the formulas of 
Starr or Remington. How well the results satisfy the 
need depends upon one’s viewpoint. If workers 
with the ballistocardiogram obtained results of 


similar accuracy they would be quite content.*” 


The experimental investigator may find the pulse- 
pressure methods leave much to be desired. For 
the clinical anesthesiologist, however, they “furnish 
a great deal of useful information as to the direc- 
tion and general magnitude of cardiac output 
changes. After all, the flow changes with which he 
is most concerned tend to be larger than the in- 
trinsic error. In case of critical or small changes 
in flow, corroborative support from a direct cardiac 
output determination would, of course, be neces- 

The accuracy of the blood pressure methods com- 
pares favorably with the more complicated direct 
Fick and dye-dilution methods, especially for clin- 
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ical application. Comparison of the dye injection 
and the direct Fick method has shown variations up 
to 25%.° The direct Fick method contains an intrin- 
sic error of 15 to 20%.* The Remington method has 


agreed within 25% with the dye-dilution method in 


27 out of 30 observations and within 26% with the 
direct Fick method.** The formulas of Starr estimate 
levels of cardiac output below that given by Fick 
and dye methods but approximate closely the levels 
obtained by the acetylene, nitrous oxide, and ethy] 
iodide methods. The trend and percentage change 
of cardiac output with the Starr formulas are the 
same as those obtained by the direct Fick method. 
The same conclusions have always been drawn from 
any study in which the Starr method has been com- 
pared with cardiac output measurements secured 
by elaborate cardiac output methods.’ As expressed 
by Starr * 

.a rough cardiac output method is now available, so 
simple that it can be applied by any physician with the 


apparatus he now has, and... its results correlate reason- 


ably well with those secured by the elaborate cardiac out- 
put methods in a wide variety of clinical and physiologic 
conditions... this simple method will suffice to measure 
cardiac output in most clinical conditions with an accuracy 
commensurate with our present ability to use this knowledge 
to the advantage of our patients... Indeed means are now 
available to make a rough estimation of cardiac output as 
a routine part of every examination of the patient, and that 
physicians taking the blood pressure routinely can interpret 
their findings with greater insight into their physiologic 
meaning. 


This report has two objectives: first, to demon- 
strate the value of the stroke-volume (pulse-pres- 
sure) formulas as investigative tools in the hands 
of the clinical anesthesiologist; secondly, to illustrate 
the application of data based on studies of cardiac 
output and total peripheral resistance to the better 
management of problems in the practice of anes- 
thesiology. 

Basic Physiology 


Determinations of arterial blood pressure and 
heart rate are only reflections of the fundamental 
factors, cardiac output and total peripheral resist- 
ance: BP a CO « TPR. Cardiac output, expressed in 
milliliters per minute, is the minute volume of 
blood ejected by a ventricle, i. e., the stroke volume 
< heart rate. The stroke volume of the average 
healthy man is 70 to 80 ml., although each ventricle 
has a normal capacity of approximately 200 ml. and 
contains about 100 ml. of residual blood at the end 
of systole. The minute volume under basal condi- 
tions varies from 3 to 4.6 liters by the Grollman 
acetylene method or 5.5 liters by the Cournand 
direct Fick method. When expressed in relation to 
surface area, cardiac output becomes cardiac index; 
it averages 2.2 liters per square meter (Grollman ) 
or 3.3 liters per square meter (Cournand). Like 
basal metabolism, cardiac output is proportional to 
surface area in normal persons and may be approxi- 
mated with a small error by the use of average body 
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surfaces, 1.8 square meter (male adult) and 1.6 
square meter (female adult). In proportion to 
weight, cardiac output averages 62 ml. per kilogram 
per minute. 

Total peripheral resistance is defined and meas- 
ured in terms of the force required to maintain 
blood flow from the root of the aorta to the venous 
exit into the auricles. In clinical anesthetic situa- 
tions, the only important factor in total peripheral 
resistance is the arteriolar bed. Total peripheral re- 
sistance varies directly with the mean blood pres- 
sure and inversely with the rate of blood flow, i. e., 
CO. TPR is calculated by dividing the mean blood 
pressure (diastolic pressure + 's pulse pressure ) by 
the cardiac output per second and multiplying the 
ratio by 1,332 in order to reduce it to the conven- 
tional unit of dynes per second per centimeter, 
which is also termed “absolute unit of force” (a. u.). 


rPR (in dynes, sec. mean BP in mm. Hg 
\a.u CO in cm.” per se 
= mean BP in dynes/c1 
CO in cm. 
DP + 4 PP 
CO per sec 


In normal man, total peripheral resistance aver- 
ages 1,250 a. u., with a range of 600 to 2,000 a. u.; it 


may be as high as 5,000 in hypertensive disease. 


Formulary Methods of Estimation 
of Cardiac Output 


Since total peripheral resistance is measured in 
terms of arterial blood pressure and cardiac output, 
and since cardiac output is satisfactorily computed 
for clinical purposes from arterial blood pressures, 
the clinical anesthesiologist can estimate cardiac 
output and total peripheral resistance with ordinary 
clinical data. 

Starr's formulas for the estimation of cardiac out- 
put, based on auscultatory blood pressure readings, 
are as follows: 

When the disappearance of sounds is used to indi- 
cate diastolic pressure, Starr's formula for the esti- 
mation of cardiac output is his equation 72,’ namely, 


Stroke volume (cc.) = 100 + 0.5 pulse pressure 0.6 dia- 


stolic pressure — 0.6 age (y1 


Cardiac output = stroke volume x heart rate 


When the point of muffling of sounds is taken to 
indicate diastolic pressure, Starr's formula is his 
equation 68," namely, 

Stroke volume (cc.) = 93 + 0.54 pulse pressure — 0.47 
diastolic pressure — 0.61 age (yr.) 
Cardiac output = stroke volume heart rate 

Wherever possible an average of multiple deter- 
minations of blood pressure is used to increase the 
accuracy of the estimate of cardiac output. 
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The estimation of cardiac output by the method 
of Remington and Hamilton also uses auscultatory 
determinations of arterial blood pressure.** The 
formulas and table of corrected “volume factors” 
are as follows: 

Pulse pressure is corrected for body size and for 
inflections in the aortic distensibility curve by the 
“volume factors” in the table. For each systolic and 


Factors for the Prediction of Stroke Volume, Per Square 
Meter of Body Surface, from the Pulse Pressure® 


diastolic pressure the corresponding volume factor 
is substituted. Thus, systolic pressure 120 mm. Hg 
when corrected becomes 100 and diastolic pressure 
82 mm. Hg when corrected becomes 64; therefore 
the corrected pulse pressure becomes 36. 


Cardiac index corrected pulse pressure heart rate 
Cardiac output cardiac index * body surface in square 


meters 


The calculation of cardiac output from cardiac 
index is unnecessary when the primary interest is 


to study changes within a single patient under in- 
fluence of various conditions of anesthesia, with the 
patient serving as his own control. When cardiac 
output is desired for comparison with other meth- 
ods of measuring cardiac output, the cardiac index 
must be multiplied by body surface to convert it 
into cardiac output. 


Clinical Applications 


Estimation of Cardiac Output and Total Periph- 
eral Resistances in Specific Clinical Anesthetic 
cases.—The accompanying graphs (fig. 1 and 2) 
illustrate the application of Starr's formula (equa- 
tion 72) to the estimation of cardiac output and 
total peripheral resistance every five minutes dur- 
ing anesthesia. The circulatory changes in hyper- 
thyroidism and spinal anesthesia were chosen as 
examples because they are well known and, there- 
fore, the results of our analysis can be better appre- 
ciated for their validity and value. The graphs clear- 
ly demonstrate characteristic trends and the general 
magnitude of cardiac output and total peripheral 
resistance. 

Figure 1 graphically shows the extremely high 
cardiac output and low total peripheral resistance 
characteristic of severe thyrotoxicosis, despite pre- 
paratory hospitalization, thorough antithyroid medi- 
cation, and effective preoperative sedation. The 
surgeon gave me the responsibility of the decision 
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to proceed with anesthesia and operation. I then 
depended on the patient’s response to induction of 
anesthesia with an intravenously given barbiturate, 
in this case methitural sodium. The fall in cardiac 
output and rise in total peripheral resistance were 
typical and expected and, in this case, sufficiently 
impressive to favor the choice of continuing with 
anesthesia and operation. Thereafter cardiac output 
was kept down by the following measures: (a) oro- 
tracheal intubation to reduce dead space, (b) semi- 
closed circle system of carbon dioxide absorption 
and administration of 6 liters of nitrous oxide and 
3 liters of oxygen to minimize the rise of cardiac 
output and total peripheral resistance due to hyper- 
capnia, (c) maintenance of basal anesthesia with 
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later. The patient convalesced without crisis, prob- 
ably because of effective lowering of metabolism 
and cardiac output with icebags and thorough 
morphinization, and high oxygen inhalation therapy 
to meet metabolic need. 

Figure 2 portrays the routine circulatory events 
of spinal anesthesia for inguinal herniorrhaphy in 
a healthy 29-year-old male. The fall in cardiac out- 
put and rise in total peripheral resistance are as 
typical of spinal anesthetic hypotension as is the 
bradycardia. The 90-degree leg-raising maneuver 
clearly raises cardiac output while total peripheral 
resistance is little affected. 

Investigation of Uncertain Circulatory Effects of 
Anesthetic Agents and Techniques.—Investigation 
of anesthetic agents and techniques re- 
vealed the following circulatory effects. 
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Fig. 1.—Circulatory changes in thyrotoxicosis, thiopental 


head-up position, and posthypercapnia. 


intravenously given thiobarbiturate, meperidine, 
chlorpromazine, and promethazine, (d) 10-degree 
head-up tilt (note the physiological fall in cardiac 
output and rise in total peripheral resistance ex- 
pected of this position ). 

When the patient was permitted to breathe air. 
total peripheral resistance fell steeply to a very low 
level and cardiac output physiologically rose in a 
compensatory response to maintain an adequate 
level of mean arterial blood pressure. The sharp fall 
in total peripheral resistance is characteristic of the 
immediate posthypercapnic state, as will be shown 


anesthesia, 


particularly when preexisting total peri- 
pheral resistance was high.” Occasional- 
ly, decreased total peripheral resistance 
is more important than decreased car- 
diac output, more commonly in hypertensive pa- 
tients and especially when the vasovagal phe- 
nomenon supervenes.” By calculation from the 
pulse-pressure formulas such variations may be 
detected. 

Carbon Dioxide Effect: The pressor effect of mild 
to moderate degrees of hypercapnia during general 
anesthesia is well known but the mechanism is not. 
It has been attributed to stimulation of cardiac out- 
put or central increase of arteriolar constriction, or 
both. When cardiac output and total peripheral re- 
sistance are estimated from the usual clinical signs 
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of hypercapnia, viz., marked rise in systolic and 
pulse pressures, moderate rise in diastolic pressure. 
and rapid or slow heart rate, the results are that 
total peripheral resistance is always increased mark- 
edly while cardiac output may be increased, un- 
changed. or decreased ( fig. 3). 
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Fig. 2.—Circulatory changes typical of spinal anesthetic 


hypotension and 90-degree leg raising 


Posthypercapnic Hypotension: Data on the 
changes in cardiac output and total peripheral re- 
sistance in this common type of hypotension are 
meager. The usual observations are marked falls in 
systolic and diastolic pressures and a slow or rapid 
heart rate. When cardiac output and total peripheral 
resistance are calculated for the periods just before 
and after the fall in arterial pressure, the constant 
finding is a sudden reduction of the previously ele- 
vated total peripheral resistance (fig. 1 and 3). 
Cardiac output in the immediate posthypercapnic 
period frequently is elevated but soon falls; the 
changes in cardiac output often fail to offset the 
decline in total peripheral resistance. Regardless of 
the level of arterial pressure, the leg-raising maneu- 
ver has a pressor effect and thereby reveals venous 
pooling; apparently widespread venodilatation ac- 
companies the extreme arteriolar dilatation. 

Formulation of Ninety-Degree Elevation of Lower 
Extremities as a Test of Circulatory Function.—The 
most valuable clinical application of the stroke- 
volume formulas in my own practice has been to 
evaluate and interpret the pressor effect of 90- 
degree passive elevation of the lower extremities 
(hereafter termed the “L” position or maneuver 

Many physiologists and anesthesiologists have 
long recognized the value of this postural maneuver 
in hypotension caused by spinal" and thiopental 
anesthesia.'” Conflicting explanations attribute the 
mechanism responsible for the effect of the “L” 
position either to a change in cardiac output caused 
by increased venous return’ or to an increase in 
total peripheral resistance." By rigidly standardiz- 
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ing the performance of the “L” maneuver, stressing 
the importance of abrupt leg elevation and accurate 
measurement of systolic and diastolic pressure and 
pulse rate during the first 30 seconds, by applying 
the “L” position at every opportunity in many 
hundreds of cases during the past four years and 
carefully recording the changes, I have gathered a 
substantial body of data which may be summarized 
as follows: 

1. In 300 recumbent, rested normal subjects the 
“L” maneuver did not significantly affect systolic or 
diastolic pressure or heart rate. Therefore we may 
conclude that normal cardiac output and total pe- 
ripheral resistance are not influenced to a clinically 
detectable degree by leg raising. 

2. When the “L” maneuver significantly raised 
arterial pressure, systolic pressure rose more than 
10 mm. Hg; diastolic pressure and heart rate were 
changed little and inconstantly. Reasoning from the 
pulse-pressure formulas, the pressor mechanism of 
leg-raising is a rise in cardiac output, undoubtedly 
due to increased return of pooled blood in the post- 
arteriolar bed of the lower extremities. The pressor 
effect appears within 5 to 10 seconds and is there- 
fore largely derived from emptying of veins. 

3. In hypotensive states caused purely by spinal 
(400 cases . or intravenously 
administered barbiturate anesthesia (100 cases 


epidural (28 cases 


the “L” position consistently revealed the presence 
of venous pooling and inadequate cardiac output. 


YR S°PENDECTOMY 

53" SL. DROWSY. 
PROMETHAZINE SOme LHR 
SCOPOLAMINE O.4me. \ PRE OP 
THIOPENTAL INDUCTION 

Op - D- TUBOCURARINE 
MAINTENANCE 


200 


START OF OPER 


ENO OF OPER 7 


L LEGS RAISED 
90° 


(av) 200 


800 SPONT 

seneal brese 

PRE MED MASK POST F iT 

OP OP OFF OF oP 
1OMIN ISMIN §=20MIN 


PosT 


Fig. 3.—Circulatory changes in carbon dioxide retention 
followed by posthypercapnia hypotension. Note effect of 
90-degree leg raising. 


4. In 12 patients with simple vasovagal syncope 
and 27 “idiopathic” hypotensive patients, the “L” 
maneuver did not elevate arterial pressure. The 
mechanism of hypotension was therefore not related 
to a reduction in cardiac output by venous pooling. 


| 
70. 
50 
7 
co 
Li 
3 
1500. 
Pp 
au) 1000 
BP 
ww Hoe) 
150. 
PULSE 
RATE | x PULSE RATE 
100 
| 
x x 
50. 
8 
co 
6) 
4 
2400. 
. P 1600 
R 
. 


1008 


Since cardiac disease was absent, the inference may 
be drawn that hypotension in these two syndromes 
was due to reduced total peripheral resistance. 

5. In hypotension produced solely by premedica- 
tion with meperidine or morphine (147 cases), the 
“L” maneuver always had a systolic pressor effect, 
demonstrating the underlying reduction of cardiac 
output due to venous pooling. 

6. In 176 patients with uncomplicated posthyper- 
capnic hypotension, the “L” maneuver likewise 
caused significant systolic elevation. While venous 
pooling and inadequate cardiac output were im- 
portant factors, the primary cause of posthyper- 
capnic hypotension, as shown earlier in this report, 
is reduced total peripheral resistance. 

7. The “L” maneuver had no significant effect on 
blood pressure and heart rate in hypotension pro- 
duced by intravenously administered chlorproma- 
zine (20 to 50 mg.) in 10 normal subjects. This 
“negative” response pointed to reduced total peri- 
pheral resistance as the primary mechanism of 
hypotension with chlorpromazine, as recently shown 
by Etsten and Li." 

8. In hypotensive states primarily associated with 
reduced cardiac output due to venous pooling, e. g., 
thiopental or spinal anesthesia, the normally expect- 
ed systolic pressor effect of the “L” position was not 
obtained when blood loss exceeded 750 to 1,000 ml. 
(observations based on 74 patients) or when myo- 
cardial failure was present (4 patients ). 


Comment 


My experience with the pulse-pressure formulas 
confirms their usefulness for our purpose. They 
have led to correct approximate conclusions re- 
garding the general trend of cardiac output and 
total peripheral resistance in anesthetized patients. 
The formulary methods have their limitations and 
exceptions, especially in patients with myocardial 
failure and other organic cardiovascular abnormali- 
ties. On the other hand, the value of formulary 
methods will not be underestimated if one is aware 
that even the dye-dilution and direct Fick methods 
are not sufficiently reliable to permit firm deductions 
from small changes in single individuals. 

Although estimates of cardiac output and total 
peripheral resistance with a formulary method may 
not be conclusive in every instance, a great deal of 
useful and stimulating information can readily be 
obtained from one’s daily cases. Not the least of the 
benefits is the enlarged viewpoint that results from 
the knowledge of changes in cardiac output and 
total peripheral resistance produced by drug, posi- 
tion, technique, or surgical manipulation. Examples 
of such considerations are as follows: 

1. The increase in cardiac output by atropine "' 
favors its use when a fall in cardiac output is to be 
minimized. 
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2. For patients susceptible to shock, the marked 
tendency of cyclopropane to increase total periph- 
eral resistance '* is far more desirable than spinal 
and intravenous barbiturate anesthesia, which regu- 
larly reduce cardiac output. For the same reasons, 
however, the latter anesthetics are more suitable for 
“hypotensive anesthesia.” Indeed, reduction in car- 
diac output is more important than reduction in 
total peripheral resistance or the level of arterial 
blood pressure in minimizing surgical hemorrhage."* 

3. For premedication or antiemesis, promethazine, 
which does not significantly change cardiac output 
and total peripheral resistance,'* is preferred to 
chlorpromazine except when the specific effect of 
the latter in decreasing total peripheral resistance '* 
is sought in lowering blood pressure or body tem- 
perature. 

4. Elevation of total peripheral resistance and 
cardiac output by retained carbon dioxide must be 
expected and evaluated whenever general anesthetic 
effects on circulation are considered. 

5. Ephedrine frequently fails as a vasopressor in 
spinal hypotension, especially when the reduction 
in cardiac output responsible for hypotension is 
associated with a mechanical factor interfering with 
venous return, e. g., full-term uterus, a fiexed, prone, 
or hyperextended surgical position, surgical pads 
or retractors. When cardiac output is reduced be- 
cause of inadequate venous return, the inotropic 
and chronotropic effects of ephedrine frequently 
fail to augment stroke volume and cardiac output 
while the total peripheral resistance falls with ephed- 
rine.'* The desirable vasopressors, then, are phen- 
ylephrine and methoxamine, which increase vaso- 
motor tone, particularly in the veins where pooling 
of blood occurs in spinal anesthesia 

6. The patient with the mechanical interference 
of mitral or aortic stenosis cannot increase left ven- 
tricular output called for by a reduction in total 
peripheral resistance. In the choice of anesthetic 
agents and management one should therefore avoid 
factors which reduce total peripheral resistance or 
increase cardiac output. Otherwise pulmonary ede- 
ma may follow in the wake of the increased amount 
of blood trapped in the pulmonary vasculature or, 
on the other hand, shock may result from the un- 
compensated reduction in total peripheral resist- 
ance. 

The most practical result of these efforts at clin- 
ical detection of significant changes in cardiac out- 
put and total peripheral resistance has been the 
evaluation of the “L” maneuver as a clinical aid 
in the management of cardiovascular changes asso- 
ciated with anesthesia. The reliability and prac- 
ticability of the “L” maneuver place it in the same 
category with analogous tests of circulatory function 
as the Valsalva and the “tilt-back overshoot” ma- 
neuvers. 


. 
Ve 
My 
tele 
e 
> 
BK 
, 
{ 
| 
EN 
Sie ch 
Pa 


Vol. 166, No. 9 


The results of the 90-degree leg-raising maneuver 
may be summarized as follows: 

1. A quick, early rise (fleeting or sustained) in 
systolic pressure greater than 10 mm. Hg is un- 
equivocal evidence of a rise of cardiac output and 
reveals venous pooling. It is present (“positive”) in 
hypotensive states, absolute or relative, produced 
by morphine, meperidine, barbiturates, the post- 
hypercapnic state, and spinal and epidural anes- 
thesia. 2. At normotensive and hypertensive levels 
the “L” 


pooling is present, however, the “L” 


maneuver normally has no effect; if venous 
maneuver is 
“positive.” 3, The absence ot a significant effect by 
the “L” 


relative, indicates the absence of venous pooling 


maneuver during hypotension, absolute or 


This “negative” response to 90-degree leg raising 
occurs in three types of hypotensive states: (1) hy- 
povolemia, (2) myocardial failure, and (3) those 
usually caused by reduced total peripheral resist- 
ance, e. g., by chlorpromazine, vasovagal syncope, 
hyperpyrexia 

From the data gathered for this report and the 
published studies of others it is quite clear that 
venous pooling, with or without reduction in cardiac 
output, is an extremely common phenomenon Long 
before laboratory evidence for this conclusion was 
accumulated surgeons had clinically established the 
value and universally adopted the safeguard of the 
Trendelenburg position. Emphasis on the “head- 
down” rather than the “feet-up” part of the position 
has been the custom because the former supposedly 
assures an adequate cerebral blood supply by the 
oversimplified logic of utilizing gravity to divert 
circulatory blood volume to the brain. Without the 
handicaps of the “head-down” position to pulmo- 
nary function, elevation of the lower extremities, 
especially when placed far above the usual maxi- 
mum of 30 degrees used with Trendelenburg posi- 
tion, is undoubtedly far more effective in correcting 
the vast majority of circulatory derangements dur- 
ing anesthesia and the immediate recovery period. 

The control of venous pooling and cardiac output 
has been studied by Smirk and Restall with water 
immersion and mechanical devices to lower and 
raise arterial blood pressure during various types of 
vasomotor depression and by Gardner and Dohn 
with the application of 10 to 20 mm. Hg pressure 
to the lower half of the body of anesthetized pa- 
tients.'* Since Estes and associates have shown that 
total peripheral resistance is not significantly altered 
by inflation of an antigravity suit to 60 mm. Hg 
within 10 seconds,'* it seems likely that changes in 
cardiac output dominate the fluctuations of arterial 
blood pressure caused by mechanical measures ap- 
plied during the venomotor depression character- 
istic of most anesthetic agents and methods. A 
counterpressure garment promises to become a con- 
venient means of utilizing the circulatory advan- 
tages of the “feet-up” or “L” position during oper- 
ation. 
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Summary 


The value in cardiovascular anesthesiology of 
pulse-pressure (stroke-volume) formulas for the 
estimation of cardiac output and total peripheral 
resistance has been demonstrated by analyzing, 
comparing, and graphing the trend and general 
magnitude of changes in cardiac output and total 
peripheral resistance in three cases. The effect of 
90-degree elevation of the lower extremities has 
been analyzed in terms of changes in cardiac output 
and tetal peripheral resistance. The “L” 
demonstrates the widespread occurrence of venous 


maneuver 


pooling and reduced cardiac output during and im- 
mediately after anesthesia. The “L” 
been formulated as a diagnostic test. As a prophy- 


maneuver has 


lactic and therapeutic measure the “L” position, or 
its equivalent in the counterpressure garment, is 
preferred to the “head-down” position. 
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AIDS IN EARLY DIAGNOSIS OF TUMORS ON TIP OF NOSE 


Harry H. Haggart, M.D. 


Desire J. A. Rebello, M.D., Cincinnati 


In our experience, an early accurate clinical 
differential diagnosis of soft tissue tumors about 
the tip of the nose is often difficult (fig. 1). Of 95 
such lesions on which a biopsy was done at the 
department of dermatology of the University of 
Cincinnati, 58% were basal cell epitheliomas, and 
21% of these were missed clinically. Seventeen 
per cent of the nose lesions were dermocellular 
nevi, and the clinical diagnosis was incorrect in 
37% of the cases. Senile keratoses accounted for 5% 


Correlation of Histological and Clinical Diagnoses in 
Ninety-five Lesions of the Nose in Which Biopsy Was Done 


Clinical Incorrect 


Cases, Diagnosis Clinical 
Histological Diagnosis No Confirmed, % Diagnosis, % 
Basal cell epithelioma .......... 8 79 21 
Dermocellular nevus ........... 16 63 37 
Seborrheic keratoses .......... 6 
Senile keratoses ............... 
Sebaceous adenoma ........... 4 
Squamous cell carcinoma ..... 3 40 60 
Verruca vulgaris ........ccccces 3 34 6 
2 100 0 
Molluseum contagiosum ....... 1 0 100 
Granuloma annulare ........... 1 100 0 


of our cases. Here again, a 50% discrepancy ex- 
isted between the clinical and the histological 
diagnosis. In our series, there were 6% basal cell 
carcinomas (seborrheic keratoses). The diagnosis 
was missed in 60% of these cases. Also, 60% of our 
cases of senile sebaceous hyperplasia and 60% of 
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Of 95 soft tissue tumor lesions at the tip 
of the nose on which a biopsy was done, 
58% were basal cell epitheliomas, and 21 % 
of these were missed clinically. Difficulty in 
clinical diagnosis may be due to the fact 
that the skin over the tip of the nose is 
thick, adherent to underlying cartilages, and 
abundantly supplied with sweat and seba- 
ceous glands. Final diagnosis must be made 
by skin biopsy which reveals the cytology, 
the architecture, and also the depth to which 
a neoplasm has invaded the integument. 


our cases of squamous cell epithelioma were missed 
clinically. The table gives the correlation between 
histological and clinical diagnoses. 

One possible excuse for this difficulty in clinical 
diagnosis may be the fact that the skin over the 
tip of the nose is thick, adherent to the underlying 
cartilages, and abundantly supplied with sweat 
and sebaceous glands.’ Also, the rich blood supply 
of this area tends to increase the difficulties of the 
clinician. The combination of hypertrophic seba- 
ceous glands, telangiectasia, and a chronic low- 
grade inflammatory infiltrate frequently seen in 
individuals in the tumor age group masks a neo- 
plasm that may grow in such an area and distorts 
its morphology. 

Nevertheless, early diagnosis in this area is of 
paramount importance in the case of neoplasms, 
not only of the metastasizing type but also of the 
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locally malignant kind. The larger the neoplasm, 
the more disfiguring the treatment whether it be 
radiologic or surgical. It is, therefore, incumbent 
on the physician to use every diagnostic tool at his 
command in order to arrive at a correct diagnosis 
as early as possible. However, in the last analysis. 
the accuracy of a test in establishing a tissue diagno- 
sis should determine its choice. Surely one should 
never destroy a lesion by surgical, chemical, elec- 
trosurgical, or radiologic methods without. arriv- 
ing at a diagnosis first. 

We have tried to evaluate the various diagnostic 
procedures available for clinical examination. Of 
these, inspection with the naked eve with adequate 
illumination is obviously the first step in the ex- 
amination, but this method is so frequently mis- 
leading that we must resort to other methods. A 
simple and useful diagnostic tool is the plastic 
S-shaped diascope,” which is of decided value in 
the differentiation of basal cell epitheliomas from 
the sebaceous gland hyperplasias so commonly 
seen in the aging skin (fig. 2). Magnifving glasses 
or weak power head loups are also of some value 
in examination, especially for the presbyopic ex- 
aminer. Goldman has used various types of optical 
devices in the form of simple and compound micro- 
scopes to study the pathological changes in situ 


in the living skin.“ Skin microscopy, with use of 


Fig. 1.—Basal cell epitheliomas incorrectly diagnosed 
clinically. 


the portable type of stereobinocular (4 to 15x) 
with a powerful source of light, is valuable be- 
cause it shows up more clearly the pearly character 
and the telangiectasia of early basal cell epithelio- 
mas on the tip of the nose. 
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The recognition of pigmented nevi of the mixed 
and junctional types is facilitated by skin micro- 
scopy which brings out the spotty distribution of 
the pigment deposits, a phenomenon not evident 
to the naked eve in most cases. Goldman has shown 
that even in the presence of scaling in the surround- 


Fig. 2.—A, basal cell epithelioma of nose. F 
under diascope. C, skin microscopy. D, 1. 
biopsy. 


same lesion 
mm. punch 


3, 
ing skin, seborrheic keratoses do not show scaling. 
This fact together with the pigmentary changes 
helps to identify them. Later, in the evolution of 
seborrheic keratoses, the keratotic plugs and rugose 
surface as seen under the skin miscroscope help to 
distinguish them from the freckle even before such 
a differentiation can be made by inspection or by 
palpation. However, skin microscopes are usually 
not readily available, nor do most dermatologists 
have experience in the use of these. 

The final diagnosis must be made by skin biopsy 
which reveals the cytology, the architecture, and 
also the depth to which a neoplasm has invaded the 
integument. In the case of the individual who re- 
fuses biopsy, skin microscopy must suffice. Exfolia- 
tive cytology has some value, particularly in viral 
and bullous disorders of the skin, but work in the 
department has shown that for solid tumors of the 
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skin, curettage with study of cytology has not been 
of practical value. Skin biopsy must provide ade- 
quate material if it is to be of diagnostic signifi- 
cance, even though the structure of the nose 
precludes the performance of extensive excision 
biopsies. After excision closure is difficult because 
of the friability of the skin of the bulbous portion 
of the nose with its abundance of sebaceous glands. 
At times, hemorrhage following deep biopsy is 
disturbing. 
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city (fig. 3). They can be done with a minimum 
expenditure of time in the office and without operat- 
ing room facilities or trained assistants. 

The 1.5-mm. punch does not yield sufficient tissue 
for diagnosis unless one penetrates sufficiently. The 
cvlinder of tissue is difficult to pick out of the 
wound except when it is of adequate length. If not, 
it tends to fragment. There is frequently some com- 
pression of tissue with disortion of cells, which can 
be obviated to some extent by attaching the punch 


Fig. 3.—Biopsy material obtained by, A, scissors; B, 2-mm. punch; C, Bard-Parker no. 15 blade; and, D, razor blade. 


We have tried to obtain biopsy material by using 
various techniques in order to discover those which 
fulfill our purpose best. What we really need is a 
biopsy technique to give us adequate diagnostic 
material with negligible scarring. The following are 
the biopsy techniques which we have employed: 
(1) 1.5-mm. punch, (2) 2-mm. punch, (3) scissors 
biopsy, (4) razor blade biopsy, and (5) biopsy with 
no. 15 Bard-Parker blade. We have been able to 
obtain adequate amounts of tissue with every one 
of these methods, and all have the virtue of simpli- 


to a motor-driven shaft. This enables a speedy cut- 
ting without compression or tearing of tissue. 
Moreover, local infiltration of procaine is unneces- 
sary when a mechanically driven punch is used. 
The 2-mm. punch produces compression less com- 
monly, making it easier to pick out the tissue, fur- 
nishing more material, and producing cicatrization 
that is hardly noticeable. Scissors biopsy is suitable 
in certain cases. The razor blade and the Bard- 
Parker no. 15 blade cut a thin sliver of tissue of 
any desired depth, including portions of both the 
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lesion and the healthy surrounding skin. We find 
that a small piece of a razor blade held with a 
hemostat makes an excellent instrument for this 
purpose. Pressure downwards and laterally on each 
side of the biopsy site with cotton-tipped applica- 
tors gives both hemostasis and sufficient retraction 
of the wound edges to enable the operator to pick 
up the sliver of tissue and to snip it off. Healing is 
rapid and the scar is very fine. 


Summary 


The anatomy of the tip of the nose makes early 
diagnosis of small soft tissue tumors difficult. Clini- 
cal inspection, diascopy, and skin microscopy all 
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help to some extent, but an adequate biopsy is still 
the best aid. There are various difficulties in per- 
forming a biopsy in this area, but small deep biop- 
sies can be done with good cosmetic results. 

920 Carew Tower (2) (Dr. Haggart). 
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Organic heart disease continues to be a serious 
complication of pregnancy. Its incidence is various} 
reported between 0.3 and 2%, with a 2 to 3% ma- 
ternal death rate even under favorable circum- 
stances.’ Eighty-five to ninety-five per cent of such 
heart disease is rheumatic in origin,’ and in 75% 
mitral stenosis is dominant. Among Burwell’s * 175 
cases, 125 had mitral stenosis, 39 mitral insuffi- 
ciency, 8 aortic insufficiency, and in 6 aortic stenosis 
was dominant. The obvious preponderance of mitral 
stenosis as a problem in pregnancy emphasizes the 
need for a reassessment of medical therapy, thera- 
peutic abortion, and the surgical correction of 
mitral stenosis during pregnancy. 


Hemodynamic Considerations 


In its simplest form, the hemodynamic problems 
caused by mitral stenosis are due to a reduced fixed 
orifice requiring increased left atrial diastolic pres- 
sure to maintain an adequate forward flow. The 
increased left atrial pressure is reflected back into 
the pulmonary vascular bed, with resulting pulmo- 
nary hypertension. It is manifested clinically by 

From the Department of Surgery, Harvard Medical School, Peter 


Bent Brigham Hospital, and from the Thoracic Service, Mount Auburn 
and Malden hospitals. 

Read betore the Section on Obstetrics and Gynecology at the 106th 
Annual Meeting of the American Medical Association, New York, 
June 5, 1957. 


VALVULOPLASTY FOR MITRAL STENOSIS 
Warren J. Taylor, M.D., Harrison Black, M.D., Wendell B. Thrower, M.D. 


Dwight E. Harken, M.D., Boston 


DURING PREGNANCY 


The occurrence of pregnancy in a patient 
with mitral stenosis measurably increases the 
demands on the heart. In handling this situa- 
tion a place exists for medical therapy, thera- 
peutic abortion, and surgical intervention, 
depending on the individual case. The re- 
sults of mitral valvuloplasty during preg- 
nancy in 27 patients are here reported. 
There were 3 maternal deaths, | failure to 
improve, and 23 moderate to marked im- 
provements. Analysis of the causes of mater- 
nal death suggested more stringent criteria 
for the selection of patients, especially the 
elimination of patients with free mitral in- 
sufficiency. There were six fetal deaths. 
Twenty children, including one set of twins, 
were born by pelvic delivery, and one was 
delivered by cesarean section because of 
breech presentation; in addition, six normal 
children have been born in subsequent preg- 
nancies. The twins were born spontaneously 
at term to a mother who, having miscarried 
in four previous pregnancies, underwent a 
valvuloplasty in the third month of her fifth 
pregnancy. 
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dyspnea, orthopnea, episodes of paroxysmal dysp- 
nea, frank pulmonary edema, or eventual right 
ventricular failure. 

Demands for greater cardiac output may result 
in further increase in left auricular and pulmonary 
pressures, Tachycardia as a mechanism of increasing 
cardiac output is notably disadvantageous in the 
presence of severe mitral stenosis. As we have previ- 
ously observed," the paradoxical and deleterious 
effects of tachycardia are due to a combination of 
three factors. First, tachycardia reduces the total 
diastolic time. There is less opportunity for auricu- 
lar and pulmonary drainage into the ventricle. Sec- 
ond, in the presence of any associated mitral in- 
competence, the number of regurgitant jets is 
increased with concomitant increase in the total 
volume of reflux. Third, the right ventricle, if com- 
petent, tends to deliver greater blood volume to 
the lungs. The first two factors increase left auricu- 
lar congestion and thereby aggravate pulmonary 
hypertension. Whether or not this leads to an in- 
crease in pulmonary vascular resistance, the three 
factors combined produce a second point of ob- 
struction to effective circulation in the lungs. 

The physiological changes associated with preg- 
nancy admirably studied by Hamilton* and by 
Burwell and his associates > impose a special bur- 
den on patients with mitral stenosis. Among these 
changes are (1) an increase in oxygen consump- 
tion approximately 20% above basal levels, (2) a 
rise in basal heart rate, (3) an increase in cardiac 
output out of proportion to oxygen consumption 
that may amount to 40 to 50% at the time of its 
maximal effect, (4) increased total blood volume, 
chiefly a function of increased plasma volume 
which exceeds the red blood cell mass, and (5) in- 
creased sodium retention. These changes are maxi- 
mal about the eighth month of pregnancy (the 32d 
to 36th week of gestation). Thereafter there is a 
decline toward normal during the last four weeks 
of pregnancy. These normal physiological changes 
in pregnancy will be magnified in a woman already 
limited by mitral valvular obstruction. An increase 
in left auricular pressure is generally associated 
with these changes. If the stress is sufficient, acute 
and chronic pulmonary hypertension results and the 
adverse effects of mitral stenosis are accentuated. 


The Clinical Problem 


Much has been written about the life cycle of 
mitral stenosis. Noteworthy are the efforts of Ole- 
sen® and Ellis.’ The specific problems of mitral 
stenosis during pregnancy have been emphasized 
by Hamilton and Burwell. 

Three Choices of Management.—It is now well 
recognized that mitral stenosis diagnosed by mur- 
mur alone may be of no hemodynamic significance, 
irrespective of associated pregnancy, On the other 
hand, progressive limitation generally in the form 
of dyspnea and pulmonary congestion can manifest 
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itself at any time. Confronted with evidence of 
congestive failure early in pregnancy, the physician 
has three alternatives: 1. He may institute or in- 
tensify medical therapy. 2. Pregnancy may be 
interrupted and mitral stenosis corrected later. 3. 
Mitral stenosis may be corrected and the pregnancy 
salvaged. 

The first alternative, embracing rigid medical 
therapy, has a firm place. It should include limita- 
tion of activity to the point of bed rest if necessary, 
digitalization or optimal adjustment of digitalis 
therapy. strict salt restriction, and the judicious 
use of diuretic agents. Close supervision at weekly 
intervals is essential. Any progression of symptoms 
on such a program warns that this mav be too 
conservative. 

Hamilton’s “ figures indicate a substantial mater- 
nal and fetal mortality in patients with congestive 
failure during pregnancy, even under ideal circum- 
stances. Patients in groups |] and 2 (American 
Heart Association classification) are exposed to 
2.5% maternal mortality. Those with the unfavor- 
able prognosis, as represented by groups 3 and 4, 
have a 16% maternal mortality. Similarly, infant 
mortality is appreciably increased, particularly in 
groups 3 and 4 where this may reach 30% or more 
despite proper medical therapy. 

The second possibility, therapeutic abortion with 
valvuloplasty later, has been the choice of some 
when medical therapy proved inadequate. This rep- 
resents a compromise. Such a decision may be un- 
acceptable to parents eager for children or moti- 
vated by religious considerations. To the physician 
it represents defeat! At best it involves two opera- 
tions. To be sure, a place for therapeutic abortion 
exists, and there are circumstances in which a car- 
diac patient cannot endure the added burden of 
pregnancy. If the heart disease is not amenable 
to surgical correction, then interruption of the preg- 
nancy may be indeed lifesaving. This, however, is 
rarely if ever the case in pure mitral stenosis. 

Advocates of interrupting pregnancy ™ have em- 
phasized the low risk involved in therapeutic abor- 
tion during the first trimester. However, some 
individuals will not show evidence of a failing cir- 
culation from the burden of stenosis and pregnancy 
this early. Yet, during the fourth month the risk of 
interruption increases significantly. Beyond this 
time the risk of a major abdominal procedure 
(hysterotomy) in the presence of a severely com- 
promised heart may well be more than that of 
correcting stenosis. It is in this latter group that 
Burwell * has conceded a place for mitral valvulo- 
plasty during pregnancy. 

If medical management fails, the third alternative 
may constitute the best solution. Surgeons faced 
with this problem have advocated valvular surgery, 
while physicians have been “less aggressive” yet 
accepted two operations (first therapeutic abortion 
then valvuloplasty) or occasionally have held too 
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tenaciously to a medical program. The results of a 
surgical program will be presented below. In addi- 
tion to the various medical considerations, the 
problem is often further complicated by religious 
and moral convictions which cannot be ignored. 
Bland” has taken the position that surgery for 
mitral stenosis during pregnancy is unacceptable 
because of the high operative mortality. He quotes 
a risk of 15% based on a collected series of opera- 
tive endeavors. Similarly Burwell mentions two 
operative deaths in seven operations.”’ In support 
of interrupting pregnancy, Burwell 
lows: 1. In general, pregnant women who have 


argues as fol- 


mitral stenosis do well on medical therapy. He 
presumes that those who would tolerate surgery 
would also survive pregnancy on a strict medical 
regimen. 2. The complexities of the total situation 
of pregnancy plus mitral stenosis are greater than 
those of mitral stenosis alone in the nonpregnant 
state. Valvuloplasty during pregnancy should there- 
fore be more hazardous. 3. The possibilitv of acute 
rheumatic fever or rheumatic carditis is present 
!. Finally, even in experienced clinics errors in 
diagnosis occur. 

Merits of Surzical Management.—In reflecting on 
these arguments and our experience, it seems fal- 
lacious to assume that any who could withstand 
surgerv could necessarily go through pregnancy 
on a medical regimen. The burdens of valvuloplasty 
and pregnancy are dissimilar in physiological na- 
ture, duration, and degree. Finally, patients who 
have experienced pulmonary edema in the first tri- 
mester may respond immediately to surgery, vet 
notoriously have difficulty if pregnancy and steno- 
sis continue. 

Hamilton ™ has recently reaffirmed his position 
in favor of therapeutic abortion but recognizes the 
possibility that improved management and surgical 
techniques might necessitate a revision of this 
attitude. Glover '” reported five patients, all success- 
fully operated upon between the first and six and 
one-half months of pregnancy. He advocates inter- 
ruption of mitral stenosis when the mother is classi- 
fied as group 3 or 4. Watt '' came to similar con- 
clusions based on seven patients operated on 
without maternal death. Hall '? emphasized the 
importance of an associated strict medical program 
and recommended surgery only as an adjunct to 
such a regimen. Mendelson '* has reported 17 in- 
stances of mitral valvuloplasty during pregnancy 
without maternal death. His attitudes are strikingly 
similar to our own, in that a place exists for medical 
therapy, therapeutic abortion, and surgical inter- 
vention. 

Direct surgical correction of mitral stenosis al- 
ways embraces far more than the technical maneu- 
ver. This is particularly true when the associated 
alteration of physiological and hemodynamic mech- 
anisms in pregnancy are added. Such a program 
involves proper selection of patients, meticulous 
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care before and after surgery. as well as enlight- 
ened operative management. Failure to appreciate 
these cardinal precepts accounts for two of our 
three deaths. 

We have previously emphasized the responsibility 
of the physician in the selection of patients with 
mitral stenosis for surgical treatment. When no 
complicating problem of pregnancy exists, as a 
guide we have used a classification'*” based on 
symptoms and physical findings which has proved 
of value in preoperative evaluation and estimation 
of operative risk. Patients have been divided into 
(murmur without handi- 


four groups: 1, benign 
cap); 2, handicapped (disability without progres- 
3. 


sion ); 3, hazardous ( progressively disabled ); and 4, 
terminal (refractory failure in cardiac invalids ) 
We have reserved surgery chiefly for patients in 
groups 3 and 4. The operative mortality in the 
absence of pregnancy is 0.6% in group 3, but rises 
to 20% when patients progress to group 4 

Signs and symptoms attributable to the preg- 
nancy per se must be borne in mind when con- 
sidering the need for correcting mitral stenosis. 
For example, a functional systolic murmur appears 
in 50 to 70% 
observations by competent clinicians before the 
onset of pregnancy are of great value. Almost in- 


of women during pregnancy. Thus, 


variably the heart rate increases and some shortness 
of breath develops. Changes in the cardiac sil- 
houette may occur. The transverse position of the 
heart may give an erroneous impression of an in- 
crease in diameter. The usual lordotic posture of 
the pregnant woman may throw the pulmonary 
conus into relief and suggest enlargement 

Slight roughening of the mitral valve mav in the 
presence of increased blood volume and blood flow 
produce a diastolic rumble, although there may be 
no significant stenosis. If this misleading murmur 
coincides with a progression of dyspnea due to 
causes other than valvular obstruction, e. g., rheu- 
matic carditis, anemia, or overemphasis of physio- 
logical dyspnea, a false conclusion may be reached 

In short, we are reluctant to make the diagnosis 
of mitral stenosis de novo during pregnancy. The 
evaluation of a competent cardiologist before preg- 
nanev concerning murmurs and clinical classifica- 
tions is invaluable. 

Operative Experience 

Mitral valvuloplasty during pregnancy has been 
performed on 27 patients. Their ages varied from 
19 to 36 vears. Sixteen of these patients were in 
their third month of pregnancy. The remaining 
were from two and one-half to six months pregnant. 
One patient was classified as group 2, 25 as group 
3, and one as group 4. 

Twenty-four patients have survived and of these 
23 are moderately to markedly improved. Twenty 
pregnancies proceeded to term. Twenty children, 


including one set of twins, were born by pelvic 
delivery; one living child was born by cesarean 
section, elected because of a breech presentation. 
At the time of writing, the last patient in this group 
had progressed through her eighth month of preg- 
nancy without event since valvuloplasty. 

There have been three maternal deaths. The first 
occurred 33 days after the operation and was due 
to a cerebral embolus. The second died suddenly 
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18 hours after ventricular fibrillation 
successfully controlled by electric shock in the 
operating room. The last death followed interrup- 
tion of a twin pregnancy, advised because of con- 
gestive heart failure complicating mitral insuffi- 


ciency. 


These maternal deaths accounted for one-half of 
the fetal deaths. Three other unsuccessful preg- 
nancies were due to elective interruption because 
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Data on Twenty-seven Patients with Mitral Stenosis in Whom Valvuloplasty Was Carried Out During Pregnancy 


had been 


Previous 


4 33 3 + + + + + 0 0 0 333 
6 i 3 + + + + + + 0 0 0 414:3 
4 + + 0 0 0 3:3: 7MI 


Ww 30 2 + + 0 0 0 0 0 0 0 3:3 
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previous 
cerebral 
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17 249 + 0 0 3:3: twin 
pregnancy 

18 32 3 + + 0 + 0 a 0 0 0 333 

D4 3 + + 0 + 0 0 0 3:3 

7 + + 0 0 + 0 0 0 

4 | 33 3 + + 0 0 0 3:3 

22 31 1 + + 0 + 0 0 + 0 0 

23 27 0 0 + oa + 0 0 0 + 0 34:3 

4 1 + 0 + 0 + + 4:3 

25 uw) 1 + + + + + 0 0 0 0 5:3 

"6 30 0 0 + + + + 0 0 + 0 3:33 

27 2 + + 0 0 + 0 0 0 216 :3:Al 
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MS:1.0 Hypoxia: Dead: resus 
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fibrillation O.R.: ven 
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head not 
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MI 
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Dead after 
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§ Mi=mitral insufficiency. 

Al= aortic insufficiency. 

© NFTSD=norma! full-term spontaneous delivery 

2 Addendum: delivered uneventfully at term. 


* D=dyspnea: PND= paroxysmal nocturnal dyspnea; PE=pulmonary edema; (HF=congestive heart failure; H 
MS=mitral stenosis: and digit refers to group (see American Heart Association classification in text). 
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of congestive failure and mitral insufficiency, pla- 
centa previa, and congenital heart disease. Details 
of all patients are presented in the table. 


Comment 


The place for surgical correction of mitral steno- 
sis in pregnancy should be determined by the se- 
verity of the stenosis and the risk and quality of 
the available surgery. Unfortunately, the seriousness 
of mitral stenosis in pregnancy is at times as much 
confused as clarified by scrutiny. The more care- 
fully cardiologists screen pregnant patients prior to 
delivery, the more auscultatery stenosis is added 
statistically to hemodynamically significant steno- 
sis. This may have a tendency to give the illusion 
of safety for the “cardiac in pregnancy.” Converse- 
lv, a lack of careful observation of nonpregnant 
women carelessly allows persons with group 2 and 
3 mitral stenosis to go unrecognized until they are 
in serious difficulty, perhaps late in pregnancy. By 
this time either interruption of pregnancy or val- 
vuloplasty may be hazardous, and a program of 
nonintervention may be lethal to the mother or 
child. The dividends available from a preventive 
program compromising correction of stenosis before 
pregnancy or the prevention of pregnancy cannot 
be overemphasized, although this maxim affords 
cold comfort to the physician dealing with the 
pregnant cardiac. 

Causes of Three Maternal Deaths.—To determine 
the safety of valvuloplasty during pregnancy, not 
only do we need to know that 27 valvuloplasties 
were performed with 24 maternal survivals but we 
need to look carefully at the 3 deaths. The first was 
in a patient in whom the diagnosis of mitral steno- 
sis had not been established before gestation. The 
pitfall of diagnosing stenosis primarily from mur- 
murs was not appreciated. Mitral insufficiency was 
found at operation and not relieved. Congestive 
failure progressed, and interruption of the twin 
pregnancy was undertaken 23 days after valvulo- 
plasty. The patient subsequently died. The relative 
parts plaved by digitalis intoxication, electrolyte 
imbalance, rheumatic activity, and congestive heart 
failure from regurgitation cannot be fully assessed. 
Perhaps catheterization of the left side of the heart 
would have avoided this error in diagnosis. 

The second death was incident to a cerebral em- 
bolus. This patient, who had embolized preopera- 
tively, sustained another embolus the day after 
valvuloplasty and died one month later. Cerebral 
embolization after mitral valvuloplasty has ap- 
proached an irreducible minimum (2% in group 2 
and 3 and 9% in group 4), but will always consti- 
tute a threat in this operation. Its occurrence in 
this individual can hardly be related to the preg- 
nant state. 

The third death was in a patient with associated 
aortic disease who developed ventricular fibrillation 
during operation. She was successfully defibrillated 
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but died suddenly 18 hours later. Perhaps current 
improved anesthetic and surgical techniques would 
have avoided this. There is no clear causal con- 
nection with the pregnancy 

Causes of Three Additional Fetal Deaths.—In 
addition to the fetal deaths associated with the 
above maternal losses, there were three others. In 
one of these the pregnancy was interrupted by 
hysterotomy because the patient did poorly after 
valvuloplasty. She has survived but is unimproved 
becruse of associated mitral insufficiency. The sec- 
ond fetal loss with maternal survival was incident 
to a placenta previa during the seventh month of 
pregnancy. The third infant death occurred 48 
hours after delivery and was due to congenital 
heart disease. This is the only proved occurrence 
of a congenital defect in on infant in the series 
The valvuloplasty was pertormed in the sixth month 
of pregnancy, and the mother has since done well. 
The remaining children delivered after mitral val- 
vuloplasty in pregnancy are living and well. 

Further Pregnancies and Rehabilitation of 24 
Survivors.—A word should be added about further 
pregnancies and rehabilitation of the 24 survivors. 
Twenty-three of the original 27 are markedly or 
moderately improved. The only unimproved patient 
is suffering from severe mitral insufficiency, as 
mentioned above. The error in the preoperative 
diagnosis of this case might now be avoided by 
catheterization of the left side of the heart. There 
have been 12 subsequent pregnancies in eight of 
these patients. Six normal children have been born 
and two women have not delivered at the time of 
writing. Four were pelvic deliveries and two were 
by section. Three pregnancies ended in spontane- 
ous abortion, and one infant died after delivery by 
cesarean section. This experience emphasizes that 
routine sterilization in these patients is not justified. 

In the larger series of 1,000 valvuloplasties on 
nonpregnant patients there have been 34 successful 
subsequent pregnancies, including one live triplet 
birth.'” The evidence that properly conducted car- 
diac surgery for mitral stenosis in pregnant patients 
is inordinately hazardous would seem to be lacking 

Total Care.—The concept of total care in manag- 
ing a patient through valvular surgery has received 
consideration in previous publications.'’ It includes 
(1) preoperative digitalis regulation, salt-restric- 
tion, correction of electrolyte imbalance, and appro- 
priate diuresis, (2) expeditious surgery, (3) meticu- 
lous anesthetic technique, minimal use of anesthetic 
agent, maximal ventilation, oxygenation, and the 
avoidance of tachycardia and hypotension, and (4) 
careful postoperative supervision, maintenance of 
oxygenation, and prompt reinstitution of a full 
cardiac regimen. 

Pregnancy brings this need for total care into 
more urgent focus and presents at least a few spe- 
cific problems. The end of the first trimester seems 
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a satisfactory time for valvuloplasty. The pregnancy 
is secure yet the burden of gestation relatively low. 
It is presumed that periods of anoxia should be 
avoided lest the incidence of congenital anomalies 
increase. The same conservatism that prompts the 
full medical regimen directs us to stress rest virtu- 
ally to the point of invalidism during the periods of 
peak burden (32d to 36th week and the first post- 
partum week). Finally, it must be emphasized that 
cesarean section increases rather than reduces the 
burden of delivery, unless pelvic delivery is speci- 
fically contraindicated. If cesarean section is carried 
out at the end of the eighth month when the work 
load of pregnancy is at its peak, the felony is com- 
pounded. 

Surgical Management Indicated When Baby Des- 
perately Wanted.—In_ conclusion, significant 
indication for correcting the mitral stenosis with 
salvage of pregnancy involves the fact that many 
people simply want babies. When we speculate as 
to how much of a risk is justified, the problem 
becomes both individual and philosophical. A re- 
view of the facts indicates that in properly selected 
patients who are not pregnant the risk of valvu- 
loplasty for mitral stenosis is low (group 3, 0.6% ) 
and there is little evidence that pregnancy renders 
this risk more formidable. A single illustrative case 
history is in order. 


Case 18.—A young matron had had progressive dyspnea 
on exertion. She had seen Dr. Laurence B. Ellis within the 
previous year. Mitral stenosis was diagnosed and valvulo- 
plasty recommended. She and her husband desperately 
wanted children but she had miscarried by the sixth month 
in four previous pregnancies. Before surgery could be ar- 
ranged she was well into the first trimester of another 
pregnancy and in refractory pulmonary congestion. Im- 
mediate valvuloplasty was favored by Ellis and by us. 
Other conscientious “conservative” opinion convinced the 
patient that pregnancy should be interrupted and that she 
should have valvuloplasty with the view to subsequent 
pregnancy. The patient became deeply disturbed emo- 
tionally just before the abortion and insisted on “trying 
just once more to go through pregnancy’—this time having 
her stenosis corrected before she again miscarried. Valvulo- 
plasty was carried out quickly and effectively at the end of 
the third month. Pregnancy proceeded uneventfully and 
at term she spontaneously delivered a fine pair of twins. 


Summary 

The additive effect of mitral stenosis and the 
usual hemodynamic alterations occurring in preg- 
nancy produces a therapeutic problem of consider- 
able complexity and importance. The physician 
confronted with this problem must consider the 
merits of three alternative methods of management: 
medical therapy, therapeutic abortion, and “total 
surgical management.” 

Valvuloplasty was carried out in 27 pregnant 
women with mitral stenosis. There were three ma- 
ternal deaths. Two were believed to be unrelated 
to the associated pregnancy. Twenty healthy chil- 
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dren have resulted. Twenty-three of the mothers 
are moderately to markedly improved over their 
prepregnant status. 

67 Bay State Rd. (15) (Dr. Taylor). 


This study was supported in part by grants from the 
United States Public Health Service. 
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The chemotherapeutic agents available for treat- 
ment of mental illness today are best adapted to 
the treatment of states of excitation, with panic and 
anxiety, and especially mania. Their effect is 
achieved by inhibition of primary subcortical epi- 
nephrine-precipitable anxiety,’ probably by exerting 
a selective inhibitory effect upon the posterior hypo- 
thalamus.* In the conditioned reflex experiment, 
they are shown to inhibit the orienting response 
but to have no effect on the learned responses such 
as well-established conditioned reflexes.’ In remark- 
able conformity with this model, they extinguish 
the unconditioned excitatory psychotic disorganiza- 
tion of the higher cortical activity (panic or mania), 
which probably has its origin in the upsurge of 
anxiety from the subcortical emotional centers, but 
do not extinguish the deeply ingrained learned 
responses that underlie neurotic behavior. Although 
early enthusiasts reporting the use of the new tran- 
quilizing drugs had claimed that these drugs also 
relieved depressions, it soon emerged that true de- 
pressions not only are not relieved by chlorproma- 
zine and reserpine but are aggravated by these 
tranquilizing drugs.‘ Denber* has recently reinves- 
tigated this problem. The discharge rate he ob- 
tained, 15 out of 45 patients (33%), is less than the 
spontaneous recovery rate for depressions. This ap- 
pears to confirm the clinical experience of others, 
namely, that chlorpromazine inhibits rather than 
aids recovery from depression. Recently, Denber ‘ 
treated 10 patients on a regimen of 100 mg. of 
chlorpromazine and 500 mg. of diethazine three 
times daily to the point of marked disorganization 
of the cerebral electroactivity, and he reported 
marked alleviation of the depressive state. How- 
ever, this treatment is still experimental and should 
be administered only under conditions of hospitali- 
zation. 

In this connection it is important to define de- 
pression as a state of sadness with self-reproaches 
and psychomotor inhibition, with sleep disturbance 
(difficulty in falling asleep, frequent waking at 
night, and early waking in the morning), and with 
disturbance of appetite. Certain reactive depres- 
sions, in which retardation and turning against the 
self in a hostile manner are absent, reveal them- 
selves not only psychologically and clinically but 
also physiologically, as demonstrated by testing by 
means of the epinephrine (Adrenalin )—methacho- 
line (Mecholyl) chloride and sedation threshold 
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CHEMOTHERAPY OF DEPRESSION 


USE OF MEPROBAMATE COMBINED WITH BENACTYZINE (2-DIETHYLAMINOETHYL 
BENZILATE) HYDROCHLORIDE 


Leo Alexander, M.D., Boston 


Depression, defined as a state of sadness, 
with self-reproaches, psychomotor inhibition, 
sleep disturbance, and impaired appetite, 
was treated in 35 consecutive patients by the 
simultaneous use of meprobamate and benac- 
tyzine hydrochloride. The meprobamate was 
given initially in doses of 400 mg. four times 
daily and, when necessary, gradually in- 
creased to 1,200 mg. four times daily; its 
purpose was to relax and reduce excitability 
without exerting a significant inhibitory ef- 
fect. The benactyzine was given initially in 
doses of 1 mg. four times daily and, when 
necessary, gradually increased to 3 mg. four 
times daily; it is a mild anti-depressant par- 
ticularly effective in relieving the ruminative 
obsessive aspects of the depressive mood 
Close supervision extending over the entire 
24-hour span of each day had to be assured 
because of the risk of suicide. The usual sup- 
portive psychotherapy was given concurrent- 
ly. Three case histories illustrate the proced- 
ure. The average duration of treatment was 
eight weeks, and 20 patients (57%) made 
a complete and/or social recovery. This is 
higher than the rate of spontaneous recov- 
ery under comparable conditions. It is not as 
high as the rate of recoveries obtained by 
electroshock therapy. This treatment is there- 
fore recommended as an initial step in the 
treatment of depressions, designed to reduce 
the number of patients requiring electroshock 
therapy 


tests,” to be anxiety states with discouragement 
rather than true depressions, and these indeed 
respond to tranquilizing drug therapy, in contra- 
distinction to the true depressive states.” 
Excitatory drugs have on the whole remained in- 
effective in severe depressive states. This was the 
case with amphetamine (Benzedrine) sulfate and 
its derivatives, including dextro amphetamine 
(Dexedrine) sulfate and methamphetamine ( Per- 
vitin) hydrochloride, and some newer drugs such 
as pipradrol (Meratran) hydrochloride, isoniazid, 
and SKF-5 [2-amino-1-(3,4-methylene-dioxypheny]) 
propane hydrochloride], which others as well as 
myself have had occasion to subject to experiment- 
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al trial in recent years. Unfortunately, these drugs, 
in my experience, often make severely depressed 
patients more disturbed, in that they increase the 
charge of emotional energy and thus potentiate 
tension; this occurs even in therapy with such ex- 
citatory drugs as dextro amphetamine, which has a 
euphoriant effect that pipradrol and SKF-5 lack. 
The combination of such drugs with amobarbital 
sodium (sodium Amytal) has been more easily tol- 
erated by these patients but has not made the treat- 
ment more effective. Furthermore, whenever these 
stimulatory drugs are used, treatment with these 
drugs has to be supplemented by fairly heavy doses 
of hypnotics at night, which tend to deepen the de- 
pression on the following morning. In some of the 
recent series reporting the use of stimulatory and 
other drugs, patients with inert states of lessened 
zest incidental to chronic schizophrenia have been 
studied or included among those treated.'” With 
or without the inclusion of such cases, the effect of 
stimulatory medication, as well as the results of 
other stimulatory techniques, has been disappoint- 
ing in the treatment of depression; the recovery 
rates reported tend to fall short of the spontaneous 
recovery rates. Recently, Kline and co-workers ' 
introduced a new stimulant, namely, iproniazid 
(Marsilid), administering 50 mg. by mouth three 
times daily. Iproniazid has a stimulating and ener- 
gizing effect by virtue of the fact that it inhibits the 
enzymes which destroy catecholamines (epineph- 
rine, norepinephrine, and allied substances). The 
fact that epinephrine may relieve depression 
temporarily had been observed before.” In view of 
the fact that the energizing effect of iproniazid is 
not associated with a significant euphoriant effect, 
the addition of dextro amphetamine (5 mg. twice 
daily) is recommended in order to render the mood 
cheerful, and nocturnal hypnotics are necessary in 
order to produce sleep. Vitamin Bg (50 mg. daily ) 
has to be added to protect against side-effects. 

In connection with the problem of evaluation of 
treatment, it is important to remember that all drug 
therapy available in psychiatry today does not sig- 
nificantly increase the rate of complete and/or 
social recovery but merely allows it to materialize 
earlier or after less harassing morbidity. Only lesser 
grades of improvement ensue at a greater rate than 
obtained spontaneously. The drug “covers” the psy- 
chosis as it were, compensating for it. Therefore, 
the most effective use of these drugs is in the self- 
limited psychoses such as mania or the naturally 
short-lived schizoaffective psychoses. It is, of course, 
quite possible that drugs will be discovered that 
will improve upon the spontaneous rate of complete 
and/or social recovery. 

The rate for spontaneous recovery (complete 
and/or social) from depression is 66.4% (of 116 
cases), with recovery occurring during the first 
year of the illness in only 44%. This rate is not 
improved upon by intensive psychotherapy; it was 
46.6% for 208 patients so treated. The complete 
and/or social recovery rate for depressed patients 
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or 


treated with electroshock therapy is 67.9% within 
the first year (of 2,165 cases reported ).'* It was 
73% in a smaller series of my own (76 consecutive 
cases ). 


Requirements for Chemotherapy of Depression 


On the basis of our experience with the use of 
electroshock, which so far has been the best treat- 
ment available for depression, a drug or combina- 
tion of drugs useful for the relief, control, or re- 
versal of depression would have to fulfill the follow- 
ing two requirements: it would have to reduce the 
excitability of the higher cortical substratums of 
the ego without inhibiting the subcortical hypo- 
thalamic centers; and it would have to strengthen 
the ego boundaries and defenses (Rado’s ** pain 
barrier). Such a chemotherapeutic agent should be 
able to counteract the depressive state in the same 
effective manner as tranquilizing drug therapy 
counteracts the manic state, allowing the patient 
a significant measure of normal functioning until 
recovery supervenes. Among such effects of lessened 
morbidity should be a restoration of the normal 
sleep pattern without the added use of hypnotic 
medication. The ultimate recovery rate in a suffi- 
ciently large series of cases should be equal to or bet- 
ter than the spontaneous recovery rate. 

There is no single drug that could fulfill the two 
basic requirements mentioned above. However, 
there is one drug which fulfills the first requirement, 
namely meprobamate (Miltown), which relaxes and 
reduces excitability without exerting a significant 
inhibitory effect,'* and another drug which fulfills 
the second, namely, benactyzine (2-diethylamino- 
ethyl benzilate) hydrochloride, which strengthens 
the ego boundaries and thus reduces the psychic 
pain, fear, and resulting inhibitory avoidance re- 
sponses engendered by stress." 

The manner in which meprobamate accomplishes 
its selective reduction of excitability—in terms of the 
conditioned reflex technique—is not known. It is 
known, however, that benactyzine facilitates the 
orienting response and the formation of new con- 
ditioned reflexes, thus counteracting the inhibitory 
state of the higher cortical activity. In remarkable 
accord with this conceptual scheme, benactyzine 
has proved itself to be mildly antidepressant and 
particularly effective in relieving the ruminative 
obsessive aspects of the depressive mood.'* How- 
ever, it failed to relieve the sleep disturbance of 
the depressed patient and often brought to the 
fore anxious tension. The antidepressant effect of 
this drug appears to be thus due to strengthening 
of the ego boundaries rather than to diminution of 
excitability. Meprobamate, on the other hand, has 
no recognizable or significant antidepressant effect 
but appears capable of reducing excitability with- 
out producing inhibitory states. Furthermore, Berg- 
er'* had already observed that meprobamate 
while not a hypnotic, tended to restore the normal 
sleep pattern. It appeared promising, therefore, 
to combine these two drugs and to determine 


y 
rt 
| 
3; 
he 
oh 
tha 
Ping 


Vol. 166, No. 9 


whether this drug combination proved capable of 
reversing the symptomatology of the depressed 
patient, especially his sad affect, his hostile turning 
against himself, and the disturbance of his sleep 
pattern, and whether it proved capable, and _ to 
what degree unaided by other measures, of pro- 
ducing a complete and/or social recovery rate dur- 
ing the first year of illness equal to or better than 
the spontaneous recovery rate. 


Clinical Study 


This study was carried out in 35 consecutive 
patients who suffered from depression sufficiently 
severe to warrant the consideration of physical 
treatment methods. The tablets used contained 
either 200 mg. of meprobamate and 0.5 mg. of 
benactyzine or 400 mg. of meprobamate and 1 mg. 
of benactyzine. The initial dosage was usually 400 
mg. of meprobamate and 1 mg. of benactyzine 
tour times daily, the smaller single dose having 
been found ineffective as an initial dosage. If then 
necessary, the dosage was gradually increased up 
to 1,200 mg. of meprobamate and 3 mg. of benacty- 
zine, four times daily. The risk of the patients’ 
committing suicide involved in this type of treat- 
ment was given due consideration, and 24-hour 
supervision at home was arranged and preliminary 
arrangements were made for immediate hospitaliza- 
tion upon the first indications of an active suicidal 
trend. 

The duration of treatment in the cases presented 
here varied from two weeks to six months. No seri- 
ous side-effects were encountered (no skin rashes, 
no gastrointestinal disturbances or disturbances of 
the hematopoietic system ). Of the 35 depressed pa- 
tients in this series, only 5 complained of subjective 
side-effects. One patient, a 27-year-old male, com- 
plained of throbbing sensations when taking large 
doses of the medicaments (800 mg. of meproba- 
mate and 2 mg. or benactyzine) closer together 
than prescribed (i. e., less than four hours apart). 
This is to be ascribed to benactyzine, since it did 
not occur with meprobamate alone nor did it oc- 
cur with smaller doses (400 mg. of meprobamate 
and 1 mg. of benactyzine), A. female patient, 
aged 32, complained of prickly paresthesias and 
causalgic sensitivity of the left thumb when on a 
regimen of 400 mg. of meprobamate and 1 mg. of 
benactyzine four times daily. This effect subsided 
when the benactyzine therapy was discontinued. 
Another patient, a 70-year-old woman, complained 
of vertigo and stupor reminiscent of alcoholic in- 
toxication when the dosage was increased to 800 
mg. of meprobamate and 2 mg. of benactyzine four 
times daily. This condition was remedied promptly 
by reduction of the dosage by half. 

A depressed female patient, aged 39, complained 
of “overexcitement” which subsided after discon- 
tinuing use of benactyzine; and a 72-year-old wom- 
an reported dryness of the mouth while she was on 
benactyzine therapy. It was of particular interest 
that drowsiness was complained of very rarely and 
could be promptly and effectively controlled within 
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a day or two by lowering of the dosage. As im- 
provement supervened, the dosage was gradually 
reduced to below the minimum initial dosage and 
then gradually tapered off by reducing the number of 
daily doses. The usual supportive psychotherapy, in- 
cluding clarification of traumatic issues, was admin- 
istered concurrently. The management of patients 
may be best illustrated by a few brief case reports. 


Report of Cases 


Case 1.—A 48-year-old woman who had a previous epi- 
sode of depression 14 years ago came to treatment four 
months atter the onset of a severe depression Her illness 
manifested itself with disconsolate sadness, self-reproaches, 
suicidal thoughts, sleep disturbance, and gastric somatization 
reaction with loss of appetite and loss of 15 Ib. (6.8 kg.) in 
weight. She was unable to do her housework or enjoy any 
of her usual social activities. The epinephrine-methacholine 
test showed a type 6 response with absence of epine phrine- 
precipitable anxiety. A regimen of 400 mg. of meprobamate 
and 1 mg. of benactyzine four times daily (no nocturnal 
hynotics were prescribed produced marked improvement 
within four days. One week later, the patient reported that 
she was much better. However, self-castigation was still 
evident, and therefore the dosage was increased to 800 mg 
of meprobamate and 2 mg. of benactyzine four times daily. 
Iwo weeks later, the patient reported that she was feeling 
quite well and sleeping well for seven to nine hours per 
night. However, her husband stated that occasionally she 
still brought up sui idal thoughts; therefore, the dose was 
reduced to 400 mg. of meprobamate and 1 mg. of benacty- 
zine four times daily, since it was felt that at this time, in 
her otherwise improved state, her defenses might reassert 
themselves more effectively if the daytime relaxation were 
reduced. Eleven weeks after the beginning of treatment, 
the patient considered herself “95 recovered.” She was 
doing all her own work and engaging mn all her social 
activities. Her only remaining complaint was a little tighten- 
ing in the throat and “tenderness of the head.” By the 13th 
week, with improvement proceeding apace, reduction of the 
dosage was begun. Full recovery, without residual com- 
plaints, was established 16 weeks after the beginning of 
treatment. Medication was discontinued one week later. 
The patient's complete recovery has remained sustained. 


Case 2.—Another case in point is that of a 40-year-old 
male suffering from a depression of one and one-half years’ 
duration in which sleep disturbance was particularly promi- 
nent. For seven months preceding treatment, he had stepped 
up the dose of barbiturates to 6 grains (0.39 Gm.) of 
secobarbital (Seconal) or 9 grains (0.58 Gm.) of amobarbi- 
tal, respectively, without being able to obtain a full night's 
sleep even with such large doses of hypnotics. On a regimen 
of 400 mg. of meprobamate and 1 mg. of benactyzine morn- 
ing and noon and 800 mg. of meprobamate and 2 mg. of 
benactyzine afternoon and evening, the patient improved 
steadily, being able to omit nocturnal hypnotic medication 
entirely after 19 days of treatment (dosage having been 
gradually reduced up to that time). Restoration of normal 
sleep pattern was complete after 40 days of treatment. Full 
recovery was achieved one month later, eight weeks after 
the beginning of treatment. 


Case 3.—Of particular interest is the case of a 59-year-old 
male patient who was suffering from an involutional agi- 
tated depression of one month’s duration when treatment 
began. Four hundred milligrams of meprobamate and 1 mg. 
of benactyzine four times daily were prescribed, and the 
patient appeared to improve for the first few days but then 
started to relapse. Therefore, the dose was increased after 
one week to 800 mg. of meprobamate and 2 mg. of benacty- 


zine four times daily. On this regimen the improvement 
was still slow, and therefore the dose was increased to 1,200 
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mg. of meprobamate and 3 mg. of benactyzine four times 
daily on the 20th day of treatment. Nineteen days later, 
significant improvement came to the fore. The patient was 
able to relax and stated that he felt quite well though not 
yet up to par. One month later, there was enough improve- 
ment so that the dose could be gradually reduced; never- 
theless, the patient did not achieve a state of social recovery 
until after 25 weeks of treatment. This state, however, 
bordered closely on complete recovery, with only minor in- 
significant complaints remaining. It should be emphasized 
that from the sixth week on (the 39th treatment day), this 
patient was practically convalescent and the harassing 
aspects of his illness had disappeared. This patient is of 
particular interest because he had suffered a previous attack 
of depression for which I had treated him with electro- 
shock. Twenty-one electroshock treatments were adminis- 
tered during the first 50 days of that illness, and subse- 
quently the patient entered a convalescent phase which 
extended (including the treatment period itself) over a 
period of 44 weeks, when social recovery bordering on full 
recovery supervened. In retrospect, one may say that neither 
treatment brought about the recovery of this patient but 
that the treatment merely mitigated the manifestations of 
illness until spontaneous recovery asserted itself. As a means 
of covering the symptoms and managing the patient, the 
drug regimen was certainly less strenuous for the patient 
and his family than the previous course of electroshock 
therapy in this particular case. 


Results 


Twenty of the 35 patients in a state of depression 
who were treated achieved a state of complete 
and/or social recovery within 1 to 25 weeks, the 
average being 8 weeks. Twenty-six of these patients 
had psychotic depressions of the manic-depressive 
or involutional type, while nine had neurotic de- 
pressions. The age of the patients with psychotic 
depressions varied from 27 to 70 vears, the average 
being 49 vears; that of patients with neurotic de- 
pressions varied from 32 to 72 years, the average 
being 44 vears. The duration of the psychotic de- 
pressions varied from 2 weeks to 2 years, the aver- 
age being 13 months; that of the neurotic depres- 
sions varied from 1 month to 2 years, the average 
being 9 months. It is of interest to find that the re- 
covery rate for these two groups is identical. Fifteen 
of the psychotics recovered, making a recovery rate 
of 58%, while five of the neurotics recovered, mak- 
ing a recovery rate of 55%, The recovery rate for 
the total group was 57%. The duration of treatment 
until recovery supervened was likewise almost 
identical. It varied from 1 to 25 weeks for psychotic 
depression and from 2 to 23 weeks for neurotic de- 
pression, the average being 8 weeks for both 
groups. 

In the 20 patients responding favorably, the early 
effect of the new drug combination was a marked 
reduction of tension and depressive rumination as 
well as a striking reduction in hostility toward the 
self and of suicidal trends. Resumption of the nor- 
mal sleep rhythm was also one of the striking early 
effects. It was possible to discontinue the nocturnal 
use of hypnotics, in the patients who had started 
using them before treatment began, before eventual 
recovery supervened. None of these 20 patients had 
to be hospitalized, and none of them made suicide 
attempts. 
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Of the 15 patients who did not respond within 
two to six weeks, 9 were treated with electroshock 
therapy (5 as outpatients and 4 under conditions of 
hospitalization ), and 8 of them achieved recovery. 
Three others were given other drugs, and one pa- 
tient (with chronic depression) was subjected to 
intensive psychotherapy unaided by physical meas- 
ures. One other patient with chronic illness under- 
went a lobotomy, since electroshock and other 
treatments had failed in the past. One patient was 
still, at the time of writing, on the meprobamate- 
benactyzine regimen after nine weeks; although 
he is listed in this study as not recovered, he was 
sufficiently improved for part-time work. Interest- 
ingly enough, none of the patients in the group who 
did not recover attempted suicide even while on 
the meprobamate-benactyzine regimen. 

The recovery of 20 of 35 patients is highly prom- 
ising, as it represents a recovery rate of 57%, which 
is definitely in excess of the spontaneous recovery 
rate expected during the first vear of illness and 
remains only slightly below the recovery rate ob- 
tainable with electroshock therapy. The total num- 
ber of cases, of course, is as yet too small to estab- 
lish this rate as significant. However, the alleviation 
of specific and crucial symptoms, even in those pa- 
tients who tailed to achieve complete and/or social 
recovery and had to be subjected to electroshock 
ultimately, renders further work with this drug 
combination desirable and promising. 


Summary and Conclusions 


With treatment of depression by the combined 
use of meprobamate and benactyzine ( 2-diethyl- 
aminoethyl benzilate) hydrochloride, complete 
and/or social recovery of 20 of the 35 patients 
treated (57%) supervened within | to 25 weeks, the 
average being 8 weeks. Side-effects were minimal 
and easily controlled. Patients who did not show 
some favorable response within two weeks and/or 
marked improvement within six weeks were treated 
by other means, including electroshock. 

Treatment of depressions by drugs is contingent 
upon arrangements (either at home or in hospital ) 
to protect the patient from the risk of suicide. The 
use of meprobamate-benactyzine treatment for de- 
pression is recommended as a step which allows 
those patients to recover for whom this treatment is 
sufficient. thus screening out and reducing the num- 
ber of patients requiring electroshock therapy. 

433 Marlborough St. (15). 

The meprobamate and the benactyzine hydrochloride 
(Deprol) used in this study were supplied by Wallace Lab- 
oratories, New Brunswick, N. J. 
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RECONSTRUCTIVE 


Over five years have passed since splinting 
catheters and nephrostomy tubes have been elimi- 
nated in reconstructive operations on the renal 
pelvis. The results have been such that this principle 
is to be continued. Splinting tubes have enjoved 
wide usage in the past, and many good results have 
been attributed to them. I do not propose that their 
elimination will bring perfect results in every in- 
stance. All reconstructive or plastic procedures are 
fraught with a certain element of failure. Our 
experience indicates, however, that just as good and 
perhaps better results are obtained without their 
use. Also the technique of the operation is greatly 
simplified and shortened and the period of hos- 
pitalization is only one-half to one-third as long, 
as most surgeons using splints recommend that 
they remain in the kidney during the postoperative 
period for four to six weeks—and even longer 
periods have been mentioned at times. Weaver ' 
states that six weeks is required for complete re- 
generation of the ureter. More specifically, there 
are four objections to the splints. 

1. There is possibility of infection. When a tube 
or catheter extends from the epithelium of the 
kidney or ureter to the exterior, the epithelium 

From the Department of Surgery, State University of New York, 
ao Medical Center, Kings County Hospital, and Brooklyn 


Read before the Section on Urology at the 106th Annual Meeting of 
the American Medical Association, New York, June 5, 1957 
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SURGERY FOR HYDRONEPHROSIS 


Frank C. Hamm, M.D., Brooklyn, N. Y. 


Reconstructive surgery about the renal 
pelvis in the past has been assumed to call 
for the use of splinting catheters and nephros- 
tomy tubes. Recent experience has convinced 
the authors that better results are obtained 
without these aids provided certain principles 
are followed. The kidney should be com- 
pletely mobilized and the ureteropelvic junc- 
ture exposed for inspection. Nephropexy is 
done to elevate the kidney and hold the 
ureter in a straight line. The continuity of 
the pelvic and ureteral wall should be pre- 
served, for transection is followed by weeks 
of dysfunction. Excessive stitching is avoided, 
and no attempt is made to obtain a water- 
tight closure. Rubber drains extending down 
to the renal pelvis are left in the abdomen 
for at least nine days. Eleven patients treated 
surgically in this way were able to leave the 
hospital on or before the 14th day in every 
case. One patient with a long history of 
lithiasis had recurrences that finally necessi- 
tated nephrectomy. The others showed steady 
improvement after operation with respect to 
both the function and the appearance of the 
renal pelvis. 
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must be regarded as being exposed to the external 
environment. Mixed infections, including those re- 
sulting from drug-resistant organisms, frequently 
result. Henline* reported an incidence of stone 
formation in 11% of 45 patients in whom splints 
were used in reconstructive surgery. 


Fig. 1.—Type of reconstructive operation that has not 
given good results. Continuity of ureter and renal pelvis 
should be preserved if possible. 


2. Stricture formation may occur not only at the 
operative site but in the ureter at the level of the 
end of the splint. Those using splints are not in 
agreement concerning the size of the splint. Davis * 


recommends a large caliber splint and states that 
after regeneration the lumen of the ureter will be 
even larger than normal after its use, whereas 
Weaver ‘ from his experimental work on dogs found 


J.A.M.A., March 1, 1958 
that a large diameter splint results in fibrosis and 
stricture formation and that a small caliber splint 
gives better results. Weinberg and I ° have observed 
satisfactory regeneration of dogs’ ureters, without 
any splinting, following linear excision of one-third 
to one-half of the ureteral wall for a distance of 
3 cm. in 7 of 11 dogs. 

3. Splinting tubes, when allowed to remain in 
the ureter for prolonged periods, may become oc- 
cluded with incrustations and may produce ob- 
struction. 

1. Erosion through the ureter into the iliac 
vessels has been reported following the use of an 
indwelling ureteral catheter. Schoenemann” re- 
ported a fatal hemorrhage in a young female pa- 
tient in whom an indwelling ureteral catheter had 
been present for six weeks while she was being 
treated for pyelonephritis of pregnancy. 


Technique 


The technique for correction of obstruction at 
the ureteropelvic juncture has been simplified by 
the elimination of these unnecessary adjuncts. At 
operation the kidney is completely mobilized and 
the ureteropelvic juncture is exposed; all possible 
external causes of obstruction are removed. Fibrous 
bands and anomalous vessels are not uncommon. 
If the vessels are small and supply only an_ in- 
significant part of the lower pole, they are divided 
and ligated. The small portion of the parenchyma 
supplied by them will undergo quiet atrophy and 
produce no trouble. If the vessels are of large size 
and if gentle occlusion with a rubber-shod clamp 


Fig. 2.—Continued recovery, over a two-year period, from hydronephrosis on the right. A, pyelogram in 7-year-old girl. 
Kidney estimated to contain over 200 cc. of infected urine. Catheter could not enter renal pelvis. B, pyelogram taken one 
year postoperatively. C, pyelogram taken two years postoperatively. Note funneling of ureteropelvic juncture in follow-up 


films. Urine is free of infection. 


| 
| 
~ 
4 
j 
Siig 
Ae, 
Red 
if 


Vol. 166, No. 9 


produces cyanosis in a major portion of the kidney, 
a serious attempt should be made to preserve the 
vessels. This may be done by changing the axis of 
the kidney or changing the course of the vessels 
by taking a few sutures through the tunica ad- 
ventitia of the vessels, fastening them at a higher 
level on the pelvis, thereby relieving pressure at 
the ureteropelvic juncture. 

The ureteropelvic juncture is opened routinely 
for inspection of the internal diameter, as calibra- 
tion with a catheter through an opening in the 
pelvis is not reliable. If there is no evidence of 
internal obstruction, the incision into the renal 


pelvis and ureter is allowed to remain unsutured. 


A nephropexy is done to elevate the kidney and 


HYDRONEPHROSIS—HAMM 1025 


Either the Schweizer-Foley type of Y-plasty or 
the flap operation advocated by Culp” have been 
used in this series. Both methods are excellent, 
and there are times when one is preferred over 
the other. The flap has several advantages; it can 
be cut from almost any part of the renal pelvis 
that is convenient. It can be made fairly long at 
times and used for repair of constricted areas that 
extend a moderate distance below the ureteropelvic 
juncture into the ureter. The flap should be pro- 
vided with a broad base and a well-rounded end. 
These principles are essential in preserving ade- 
quate blood supply. Although the blood supply of 
the renal pelvis normally is extremely rich, the 
V-Y type of plastic operation provides a sharp 


Fig. 3.—Urograms of patient, aged 52, admitted to hospital with anuria. Nephrectomy on the left had previously been 
was done. B, intravenous urogram taken 14 days after operation on ureteropelvic juncture. C, intravenous urogram taken 
two years postoperatively. Note good funneling at ureteropelvic juncture. Urine is free of infection. 


hold the ureter in a straight line. The wound is 
closed, and a rubber tissue drain is passed to the 
opening and allowed to remain for nine days. 
If intrinsic obstruction is found, a plastic proce- 
dure is done. The choice of technique depends on 
the type of obstruction found. 

An operation that preserves the continuity of the 
pelvic and ureteral wall is preferred. Complete 
transverse section of the ureter followed by re- 
implantation into the pelvis has not given as good 
results as those procedures where continuity of 
the wall is maintained (fig. 1). A complete transec- 
tion of the ureter interrupts synchronous peristalsis 
for several weeks, and dilatation of the proximal 
segment results. 


point of tissue at the apex of the V which may be 
vulnerable to slough. At least skin will become 
necrotic when treated in this manner. A_ high 
insertion of the ureter is probably the prime indi- 
cation for the V-Y type of operation. 

Suturing of the flap is done carefully, using 
interrupted 00000 atraumatic sutures; excessive 
stitching produces fibrosis and is therefore to be 
avoided. No attempt is made to obtain a watertight 
closure. If there is any obstruction distal to the 
point of repair, a suture line will not hold anyway. 
The redundant renal pelvis is not resected unless 
its size is excessive. Hydronephrotic renal pelves 
will return to a size that will function normally if 
obstruction is completely removed. Unnecessary 
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cutting and stitching of the pelvic tissues should be 
avoided to keep fibrosis to a minimum. A nephros- 
tomy tube is not used, as drainage is provided by 
leaving a vent 1.5 cm. long in the renal pelvis for 
egress of urine or blood clots. The repair may be 
carried out over a good-sized ureteral catheter, 
but this is removed as soon as the operation is 
completed, and no foreign body is allowed to 
remain in the kidney during the convalescent 
period. 

The kidney is replaced high in its bed and se- 
cured in this position by a few interrupted sutures 
placed between Gerota’s fascia and the fascia of 
the psoas, as described by Deming.” It is essential 
to keep the upper ureter in its normal bed and to 
prevent angulation, kinking, or an S-shaped de- 
formity that sometimes results when the kidney 
resumes a lower position following mobilization. 
It is extremely important to maintain adequate 
drainage until the ureter is securely healed. The 
rubber tissue drains should be carefully placed 
down to the opening in the renal pelvis and not 
disturbed fer a minimum of nine days. In our ex- 
perimental work on dogs’ ureters, fibrosis and 
stricture from urinary extravasation followed in all 
instances when the drain was removed before the 
ninth day. 

In most of our patients surprisingly little urinary 
drainage resulted in spite of the fairly large opening 
in the renal pelvis. In the occasional instance when 
drainage persisted for 10 days, a cystoscope was 
introduced, and a ureteral catheter was passed up 
to the renal pelvis to dislodge a possible plug of 
mucus or blood clot; the catheter was then with- 
drawn. 

Results 

A total of 11 patients have been operated on 
with use of these techniques. All were discharged 
from the hospital on or before the 14th day. In 
none were secondary nephrectomy required because 
of failure of the anastomosis to function. In one 
patient, a woman who had formed soft stones of 
the “ground substance” variety for several years, a 
flap operation was done in 1954. She was free of 
intection and stones for several months; then the 
formation of soft stones resumed, and a nephrec- 
tomy was done 18 months later because of recur- 
rent stones and infection. A good ureteropelvic 
juncture was found in the removed kidney. Poor 
results can be anticipated when reconstructive sur- 
gery is done on the pelves of kidneys that have 
formed stones repeatedly or in those that have been 
severely infected for long periods. The remaining 
10 patients have enjoyed good results. 
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In appraising results the following criteria must 
be considered: 1. The kidney must be free of in- 
fection. 2. The ureter should drain the most de- 
pendent part of the pelvis. 3. Good funnel shape 
should be present at the ureteropelvic juncture. 
4. The patient should be free of symptoms ( pain ). 

Pain is probably the most difficult symptom to 
evaluate, as certain patients will have pain in the 
wound for months following any type of renal 
operation. If infection is absent and the kidney 
functions well and pyelograms show no evidence of 
obstruction, it can be assumed the pain will eventu- 
ally disappear. 

Patience and time are required for the renal 
pelvis to return to normal. In some instances ( fig. 
2 and 3) continued improvement has been observed 
in the appearance of the renal pelvis for over two 
vears; there has been no infection and no pain. 
The functioning of the kidney has continued to 
improve. 

Summary 


Elimination of tubes and splints in reconstructive 
operations on the ureteropelvic juncture for the 
relief of obstruction can be done with gratifying 
results. Their elimination reduces postoperative 
renal infection and other foreign body reactions. 
The surgical technique is reduced to its simplest 
possible fundamentals, permitting shorter oper- 
ating time. The convalescence period is greatly 
reduced. 

451 Clarkson Ave. 
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EFFICACY OF POLIOMYELITIS VACCINE 


WITH SPECIAL REFERENCE TO ITS USE IN MINNESOTA IN 1955-1956 


Leonard M. Schuman, M.D., Herman Kleinman, M.D., L. Jerome Krovetz, M.D. 


Dean S. Fleming, M.D., Minneapolis 


Prior to the application of the Salk poliomyelitis 
vaccine in 1954, in what may have been the largest 
field trial in history, sufficient concern as to its safety 
on the one hand and doubt as to its efficacy on the 
other existed in so many quarters as to engender 
serious question of the propriety of such a large 
scale application, at least until more nearly ade- 
quate tests of safetv could be developed. Some 
investigators were of the opinion that onlv live 
virus vaccines could be efficient antigens and that 
a highly efficient vaccine might, therefore, contain 
live virus. Since Salk’ was not working with at- 
tenuated strains but was rather applying formalin 
to demonstrably virulent strains of poliovirus and 
claiming complete killing, efficacy also remained 
in doubt. 

On the other hand, a voluminous literature ex- 
isted emphasizing the role which certain autar- 
ceologic, or innate, host factors might play in 
resistance irrespective of antibody level. Would 
vaccination in a recently tonsillectomized individ- 
ual, or in a pregnant woman with temporarils 
altered hormonal balance, or in an individual re- 
cently inoculated with other antigens, protect 
against clinical poliomyelitis? Such possibilities of 
lowered resistance in individuals coupled with the 
fact that clinical poliomyelitis occurred but once 
for each 100 to 1,000 infections * made it abun- 
dantly clear that proof of efficacy of any _polio- 
mvyelitis vaccine would ultimately have to be de- 
rived from field studies and that these would have 
to be a considerable size. 

With the successful completion of the 1954 field 
trial and its demonstration of the reasonably high 
efficiency as well as the safety of the vaccines 
employed that year,’ formalinized poliomyelitis 
vaccine was removed overnight from its experi- 
mental status and its use limited only by the diffi- 
culties of its mass production. Despite this develop- 
ment a few epidemiologists retained their concern 
for the continued safety and efficacy of the Salk 
vaccine and justifiably so. It was felt that continu- 
ing surveillance of all reported poliomyelitis cases, 
correlated with vaccinal history, was necessary to 
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A measure of the effectiveness of vaccina- 
tion against poliomyelitis has been sought in 
the data from Minnesota, where the admin- 
istration of Salk vaccine began in May, 1955. 
With the usual methods of comparison, utiliz- 
ing trends in total and paralytic attack rates, 
the results have been difficult to interpret. 
The rate per 100,000 for all cases fell 
steadily from 131.6 in 1952 to 4.5 in 1956; 
but the fall began before vaccination, and 
the figure 4.5 is little lower than the 6.7 
observed in 1947. Similarly the rate for 
paralytic cases fell steadily from 68.4 in 
1952 to 2.1 in 1956; the fall began before 
vaccination, and the figure 2.1 is little lower 
than the minimum of 3.7 observed in 1947 
The data for Minnesota are complete as re- 
gards the ratio of paralytic to total cases 
since 1946 and show a consistent trend 
downward from that year, the ratio of 46.2 
for 1956 is little lower than that of 48.4 for 
1954 and could be interpreted as continuing 
the trend. However, when a “life-table” 
method was applied to the data on polio- 
myelitis experience of vaccinated and un- 
vaccinated groups, it indicated that two 
doses of the vaccine effected a significant 
reduction of the incidence of paralysis al- 
though single doses did not. It is concluded 
that Salk vaccine as utilized in Minnesota 
exerted a significant protective effect when 
two doses were given. 


maintain vigilance on safety and_ effectiveness. 
Furthermore, changes in the procedures of vaccine 
production from those employed in the 1954 trials 
had already taken place in 1955, and further changes 
could be anticipated. Even before the occurrence 
of poliomyelitis due to inoculation in the spring of 
1955, the several states had adopted such surveil- 
lance programs. In fact, it was the operation of the 
program on a state and national scale that led to 
detection of the first case in Chicago and the out- 
breaks in California and Idaho. Minnesota began 
its surveillance program with the first administration 
of vaccine in the state in May, 1955. 
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Changes in production methods were necessi- 
tated by at least two phenomena: destruction of 
antigenicity of type 1 formalinized virus by mer- 
thiolate in storage, and the presence of live virus 
in certain lots of vaccine early in the spring of 1955. 
The vaccines utilized since October, 1955, cannot 
be considered as identical with those employed in 
the field trials of 1954 or in the mass applications 
late in the spring and in the early summer of 1955. 
It may logically be argued that removal of mer- 
thiolate would operate toward improving the anti- 
genicity of the vaccine; however, there are those 
who would question the maintenance of antigenicity 
when additional filtration procedures are applied to 
guarantee the removal of the last vestiges of live 
virus aggregates. Although Salk’s recent laboratory 
studies * would indicate denial of this possible loss 
of antigenicity, ultimate proof of maintenance of 
antigenicity and efficiency of the vaccine would 
reside in field evaluations. 

Finally, the Salk vaccine had had a carefully 
controlled field trial of adequate magnitude in a 
nonepidemic year. The question remained whether 
the vaccine’s efficiency would be maintained in 
epidemic situations and, in fact, afford a rapid 
decline of poliomyelitis with increasing use. 

For these reasons we, in Minnesota, deemed it 
necessary to conduct a continuous study of vaccine 
efficacy. In addition to the surveillance program, 
which would provide constant awareness of vaccine 
safety, collateral studies were initiated and are con- 
tinuing on the trend of the incidence of the disease, 
age distribution of the cases, ratio of paralytic to 
nonparalytic disease, severity among vaccinated and 
unvaccinated persons, and the vaccinal status of 
the population by age. Beginning with the low 
point of the seasonal cycle of poliomyelitis in April, 
1955, every case of poliomyelitis occurring in the 
state has been investigated intensively for epidemi- 
ologic and clinical data and vaccinal status. Al- 
though the diagnostic level for paralytic cases was 
found to be gratifyingly high, all reported cases 
irrespective of diagnostic category were, wherever 
possible, subjected to laboratory confirmation. This 
included attempts at isolation of virus from 
stools, poliomyelitis antibody titrations on acute 
and convalescent bloods, and exclusion tests for 
mumps, St. Louis and western equine encephalitis, 
and lymphocytic choriomeningitis. These specimens 
were processed in the laboratories of the Minnesota 
Department of Health and of the department of 
bacteriology and immunology of the medical school. 
Cytopathogenic agents, when isolated in any case, 
were submitted to the latter laboratory for identifi- 
cation. These latter tests as well as the exclusion 
tests for the encephalitides assisted greatly in prop- 
er designation of nonparalytic poliomyelitis. Phy- 
sicians of the state as well as hospitals admitting 
poliomyelitis patients cooperated to an extremely 
high degree in submitting specimens and providing 
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clinical data to assist in the final diagnosis. This 
aspect of the study involved personal or telephone 
communication with attending physicians, visits to 
major hospitals, and follow-up of patients with re- 
gard to residual lesions for severity studies. These 
studies have yielded interesting information on 
many aspects of the epidemiology and clinical char- 
acter of the disease, such as virus types and their 
geographic distribution. frequency of isolation cor- 
related with age and diagnostic category, contact 
infection rates, and correlation with symptoms in 
family contacts, to name but a few. The data re- 
ported herein deal exclusively, however, with vac- 
cine efficiency in the two years of its application. 

With the success of the field trials in 1954 and 
the consequent widespread use of vaccine which 
followed, rigidly controlled studies of vaccine 
efficacy were no longer possible, though the need 
for such evaluation obviously remained as indicated 
above. Methods short of rigid experimental contro] 
had to be used, therefore, and several of these have 
been explored in our evaluation. 


Total Poliomyelitis Incidence 


if a poliomyelitis vaccine is effective in prevent- 
ing the disease, it may be argued that its expanding 
use would naturally affect the total case rate in the 
population. Consideration of any decline in total 
incidence must be related to the incidence in an 
immediately preceding, reasonably long period of 
time when change in diagnostic criteria or in re- 
porting activity will have been at a minimum. By 
the end of 1955, approximately 28 million cubic 
centimeters of vaccine had been distributed in the 
United States,’ with 13,500,000 cc. channeled into 
the National Foundation for Infantile Paralysis 
(NFIP) program for first and second doses for 
those participating as controls in the 1954 trials 
and second doses for those who had received first 
inoculations in the spring of 1955. Data on actual 
utilization of vaccine for 1955 are not available for 
the country as a whole, and the several states had, 
by the end of the year, developed diverse age 
priorities. Even if all 28 million cubic centimeters 
had been used, however, this would have repre- 
sented but one dose for less than half of the esti- 
mated 65 million persons who were in the 0-to-19- 
year age group or pregnant women. Table 1 shows 
the reported incidence of poliomyelitis in the nation 
for the period 1946 through 1956. In 1955, 28,983 
cases were reported for a rate of 17.6 per 100,000. 
In some quarters this was pointed to as a decline 
due to vaccine and apologies made for the relative- 
ly small change on the basis that but a small pro- 
portion of the population at risk had been inocu- 
lated. Certainly no evidence can be found for a 
vaccine effect when the 1955 rate was not signifi- 
cantly different from the rate in 1946, 1948, and 
1951. By Nov. 30, 1956, an additional 67 million 
cubic centimeters of vaccine ° had been distributed 
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and could have represented two doses of vaccine 
for 30 million and one dose for the remaining 35 
million of the 65 million persons at greatest risk 
for the two-vear period. In 1956 there were but 
15,400 cases of poliomyelitis reported for a national 
rate of 9.2. This figure, in line with the trend, could 
be provocative were it not for the rate of 7.5 per 
100,000 in 1947. 


1.—Reported Incidence of Poliomyelitis 
United States, 1946-1956 


y No. of Cases Rate 100,000 


Accurate records of the Minnesota Department 
of Health reveal that in the spring of 1955, 112,115 
children in the first and second grades of school 
had been given single doses of Salk vaccine under 
the program of the NFIP, and by the end of the 
vear 181,207 children under 10 vears of age (28% 
of those eligible) had received at least one dose of 
vaccine while 110,955 (17% of those eligible) of 
these had received two doses.” In addition 6,633 
persons between the ages of 10 and 19 and 5,612 
pregnant women had received at least one inocula- 
tion. In table 2 the reported incidence of poliomye- 
litis in Minnesota for the period 1946 through 1956, 
is presented. In 1955, 510 cases were accepted as 
poliomyelitis for an over-all attack rate of 17.1 per 
100,000 which was not significantly different from 
the rates in 1950 and 1951 and more than twice the 
rate for 1947. By Dec. 31, 1956, 808,912, or 64.4% 
of the population aged 0-19 years and pregnant 
women, who were eligible for vaccination, had re- 
ceived at least one dose with 661,522 receiving two 
injections.’ Table 2 reveals the 1956 rate to be 4.5 
per 100,000 which, though lowest for the period 
under consideration, still is not significantly difter- 
ent from the attack rate in 1947. It must also be 
emphasized that in 1955 and 1956 the total attack 
rates do not include cases which in earlier years 
would have been classed as nonparalytic poliomye- 
litis but which in the study period have been ex- 
cluded by antibody titrations, encephalitis exclusion 
tests, and the finding of other cytopathogenic 
agents. Collateral studies “ reveal this category to 
be a significant proportion of the total reported 
cases. Thus total attack rate data alone at this time 
are not reliable and may merely portray the marked 
fluctuation in annual incidence, a_ well-known 
characteristic of poliomyelitis. 
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Incidence of Paralysis 

Recalling that the Salk vaccine was statistically 
shown in 1954 to be effective only against paralytic 
poliomyelitis, we wondered if a comparison of attack 
rates for the paralytic disease for the periods under 
consideration would reveal effect of vaccination. 
Unfortunately, data on paralytic attack rates for 
the United States as a whole are not available for 
earlier than the last few vears. Data for Minnesota 
are available, however, and these are presented in 
table 2 also. The rate for 1955 was 7.3 per 100,000. 
This rate would appear promising in comparison to 
the rates for 1952 through 1954, but it represents 


ate of paralytic poliomyelitis in 1947 


twice the r 


when but cases per 100,000 were recorded, In 
1956, the first provocative clue is obtained. The 
rate of 2.1 paralytic cases per 100,000 is almost halt 
the lowest rate recorded in the preceding 10-year 
period. Although it is essentially true that prior to 
the delineation of certain poliomyelitis-like diseases 
and the availability of laboratory tests for their 
differentiation, a certain number of paralytic cases 
reported in earlier vears were not due to poliovirus, 
the significant disparity between attack rates for 
1956 and 1947 cannot be entirely explained on this 
basis, for our studies in 1955 revealed that but 6.5% 
of cases initially reported as paralytic poliomyelitis 
were ultimately found to have been nonparalytic 
disease or other entities, such as Guillain-Barré syn- 
drome and transverse myelitis.” The extreme varia- 
bility in paralytic attack rates over the preceding 
10-year period in Minnesota, however, makes it 
difficult to credit the disparity between the rates 
for 1947 and 1956 solely to the introduction of the 


TaBLe 2.—Reported Incidence and Rates of P: liomye litis 
in Minnesota, 1946-1956 


All Cases Paralytic Cases 
Yr No Rate 100,00 No Rate 100,000 

4 7 

44 1,715 7.0 ~~ 
1 11 17.1 
1314 O41 684 
137 717 1,137 
14 O40 l wn 10.4 
10 17.1 Is 3 
1956 145° 4.5 67 2.1 
Provisional with respect to nonparalytie eases only 


vaccination factor in 1956. At least such incidence 
data cannot reveal what the rate would have been 
without vaccine. 


Ratio of Paralytic to Nonparalytic Disease 


Assuming that the ratio of paralytic cases to 
nonparalytic cases would be reversed in favor of 
nonparalytic cases as a vaccine effect, an evaluation 
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of vaccine efficiency might be made on the basis of 
proportion of paralytic cases. Table 3 presents the 
annual proportions of paralytic cases for Minnesota 
in the period 1946-1956 and for the entire nation in 
the period 1951-1956. The values for the United 
States as a whole ‘are not reliable since large pro- 
portions of the reported cases were undesignated 
as to type of disease. The data for Minnesota, how- 
ever, are complete. In the period prior to 1947 the 
proportion of paralytic cases was much higher than 
in the past 10 years. An increasing trend in report- 
ing of nonparalytic cases was noted then, and this 
trend became stabilized from 1947 onward. Thus 
it can be noted that in the vaccine years 1955-1956 
the proportions of paralytic cases were somewhat 
lower than the rather stable proportions in the 
preceding eight-year period but not as low as might 
be expected from the increasing use of Salk vaccine 


TABLE 3.—Percentage of Reported Cases Designated as 
Paralytic by Year of Report 
(Minnesota 1946-1956; United States 1951-1956) 


Yr Minnesota U.S.* 


58.4 


Annual Supplements, Morbidity and Mortality Weekly Re- 
Department Health, Educa- 


* Sources: 
ports, National Office of Vital Stutisties, 
tion, and Welfare, 1953-1956. 


in this two-year period. It should be noted, how- 
ever, that the only comparable years in the series 
are 1955 and 1956. From the inception of the sur- 
veillance program in 1955, classification of cases 
has involved more rigid criteria than in the pre- 
ceding eight-year period. It is obvious, then, that if 
poliomyelitis-like disease without paralysis had 
been included in 1955 and 1956 the proportions of 
paralytic cases would have been still smaller. By 
including the nonparalytic poliomyelitis cases ot 
1955 and 1956 as originally reported to the depart- 
ment of health without rigid clinical review and 
resort to laboratory data, the proportions of para- 
lytic cases in the total reported incidence for the 
years 1955 and 1956 would have been 38.0% and 
30.7% respectively. These values, which thus be- 
come more nearly comparable to the values for the 
preceding period, do represent significant reduc- 
tions in the proportions of paralytic attacks and 
correlate well with the increasing application of 
Salk vaccine to the Minnesota population. Although 
providing a clue to vaccine efficacy, this indirect 
approach is at best only inferential. 
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Age-Distribution Studies 


In 1955 vaccine had been given primarily to 
Minnesota children within the age group 5-9 years. 
(Only late in October were inoculations begun in 
children under 5 and in December in persons in 
the age group 10-19 [table 4].) Evidence for vac- 


TABLE 4.—Reported Inoculations with Salk Vaccine Among 
Persons 0-19 Years of Age and Pregnant Women 
(Minnesota 1955-1956) 


Inoculation Total 
Inocu 
Period Age Group, Yr First Second Third lations 
5/55- 6/55 Ist and 2nd grades 112,115 112,115 
9/55-10/55 Ist and 2nd grades 106,753 106,753 
10 17/55-12/31 55 Under 5 42,870 2,571 7 $5,448 
3 27 
10-14 5,258 
15-19 1,538 
Pregnant women 1 6,062 
1/1/56-12/31/56 Under 5 8 $74,200 
5-9 303,418 
10-14 10,307 251,374 
15-19 3.289 108 914 
Pregnant women 218 
Total 1955-1956 63,585 1,584,019 


cine efficiency might be sought in an age shift in 
paralytic attack rates away from the 5-to-9-yvear 
group, especially since this group had vielded high- 
er paralytic attack rates than all other age groups 
in the preceding nine years with the exception of 


1951. In figure 1, age-specific attack rates for para- 
lytic poliomyelitis in Minnesota have been plotted 
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Fig. 1.—Age-specific attack rates of paralytic poliomyelitis 
in Minnesota, 1951-1956. 


as average rates for the period 1951-1953 and as 
individual rates for 1954, 1955, and 1956. The curve 
for 1955, though showing a moderate tendency to 
flatten, nevertheless revealed a continuing peak at 
age 5-9. This, of course, would be expected in view 
of the fact that in Minnesota in 1955 only 112,115 
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children, predominantly 6 and 7 vears of age, out 
of 287,158 in the 5-to-9-vear age group had received 
but a single dose of vaccine in May and June. In 
consolidated age distribution data from 33. states 
in 1955, there was noted an unprecedented and 
significant lowering of the paralytic attack rates 
among children 7 and 8 vears old. This dis- 
continuity was even more striking when the curve 
was superimposed on that for 1952." These ages 
represent the bulk of children vaccinated in the 
field trials of 1954. with boosters in 1955, as well as 
those in the NFIP programs of 1955. A similar find 
ing on hospital admission data was reported by the 
NFIP.*° 

For 1956, the tendency to flattening of the age- 
specific paralytic attack rate curve for Minnesota is 
greatly exaggerated. The minor differences in age- 
specific attack rates among the groups under 20 
vears of age are verv insignificant. This would be 
expected if due to a vaccine effect, since more than 
95% of the 5-to-9-vear age group in the state have 
had at least one dose of vaccine and more than 
77% have had two doses (table 5). 

Two other states, New York and California, have 
compiled and released data similar to those of 
Minnesota. The New York data are graphically 
port ived in figure 2. Not onlv has the curve of age- 
specific paralytic attack rate been flattened, but the 
rates for the age groups 5-9 and 10-14 are signifi- 
cantly lower than for the group under 5 vears 
California, with an increase in cases over that of 
1955. a trend distinctly different from that of New 
York and Minnesota, noted a shift in age incidence 
from the 5-to-l4-vear group to the group under 5 
vears of age. These data for the three states seem 
to correlate well with the proportions inoculated in 
the several age groups. Also, data for the nation 
at large (which data are as vet incomplete) would 
indicate a distinct trough in the age-specific para- 
lvtiec attack rate curve between the 5-vear and 9- 
vear age groups." 

This type of evidence is highly suggestive of a 
vaccine effect, and we would be prone to accept it 
unequivocally as indicative of vaccine activity were 


PaB_Le 5.—Estimated Vaccination Coverage of Selected Age 
Groups (Minnesota, Dec. 31, 1956 


with with with with 
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it not for the epidemiologic history of poliomyelitis. 
Our reluctance to do so, minor though it may be, 
is based on the fact that early in the history of the 
disease the greatest risk of attack occurred among 
children under the age of 5. Since we do not under- 
stand all the natural factors which produced a shift 
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in attack to older age groups, it would be folly to 
assume these factors could not provide for a re- 
versal of age-incidence trends. Slight though this 
possibility may be, the significance of these shifts 
must await long-term analyses and, wherever pos- 


40 
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Age in Years 
Fig. 2.Age-specific attack rates of paralytic poliomyelitis 


in New York State, 1951-1956 (source: C. D. Bulletin 
N. Y. State Health Dept., Dec. 28, 1956 


sible, comparisons between communities with high 
and low levels of immunization in the same period 
ot time 


Rates Among Vaccinated and Unvaccinated 


The most nearly adequate proof of vaccine effi- 
cacy must, therefore, reside in the comparison of 
attack rates for vaccinated and unvaccinated groups 
of similar ages and under similar circumstances of 
exposure. The conditions for such continued field 
testing presented themselves in Minnesota in 1955 
when vaccine, in short supply, was restricted to first 
and second-grade school children. In Minnesota, 
which did not participate in the 1954 tnals, a virgin 
population was available for a study of effective- 
ness of a single dose of vaccine. In the last week 
of Mav and first week of June, 1955, 112,115 of 
145,374 eligible school children received a single 
dose of Salk vaccine. The evaluation period was 
selected to begin on June 1, since the vast majority 
of eligible school children had by then had the first 
dose of vaccine. The closing date was Oct. 1. By 
this time the peak incidence of the disease had 
passed and second doses had just been given. In 
this period there occurred 20 cases among the in- 
oculated and 9 cases among the uninoculated first 
and second graders. An additional or check control 
of unvaccinated 6-to-9-vear-olds was also utilized, 
since it was felt that cases occurring among un- 
vaccinated first or second grade children older than 
8 vears might not be brought to our attention as 
part of the study group for this latter group was 
grade-designated rather than age-designated. Since 
an independent survey showed that the proportions 
of 5-vear-olds in the first grade and 10-vear-olds in 
the second grade in May, 1955, were negligible, the 
auxiliary control group was limited to 6-to-9-vear- 
olds. In this latter group 37 cases occurred. Table 
6 presents the case rates of the study and control 
groups for the period June 1 to Oct. 1 according to 
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type of disease. Pertinent to our discussion are the 
paralytic attack rates which revealed a definite 
protective effect by a single dose of vaccine. The 
virtually identical rates for the two types of control 
are of interest. 

Although the figures for Minnesota are small and 
the group differences not of high statistical sig- 
nificance, the collective experiences of special 


TABLE 6.—Poliomyelitis Case Rates per 100,000 Among Chil- 
dren in First and Second Grades (Minnesota, 1955; 
Onsets June 1-Oct. 1) 


No. of Total Nonparalytie Paralytie 
Group dren Cases Rate Cases Rate Cases Rate 
Vaccinated (1 dose) 
Ist and 2nd grades ... 112,115 » 
Control: nonvaccinated 
Ist and 2nd grades ... 33,259 9 
Control: nonvaccinated 
6-to-9- year-olds 141,023 


Protection afforded .... 


studies in other states in 1955, especially those with 
epidemics, support these findings.’ No evidence to 
the contrary was educed in 1955. States with ade- 
quate data for single dose evaluations included 
California, Massachusetts, New York (upstate), 
and Wisconsin. California, with a paralytic attack 
rate among nonvaccinates comparable to the Min- 
nesota experience, showed a 59% reduction among 
vaccinates. New York State (exclusive of New 
York City) with a slightly higher paralytic rate 
revealed a 76% reduction. Massachusetts and Wis- 
consin both experienced type 1 epidemics in 1955. 
A paralytic rate of 157 per 100,000 among unvac- 
cinated persons in Massachusetts '* may be com- 
pared with a rate of 63 among vaccinates for a 
reduction of 60%. Wisconsin, with the second high- 
est case rate in the nation,’* showed a 72% reduc- 
tion (from 102 to 29 per 100,000) among vaccinates. 
These and other states revealed greater per- 
centages of effectiveness with two doses of vaccine: 
California, 88%; Canada (selected provinces), 
100%; Louisiana, 89%; Massachusetts, 65%; New 
York, 86%; North Carolina, 60%; and Wisconsin, 
84%. Thus, in 1955, the collective experience with 
one and two doses of vaccine yielded consistent evi- 
dence of continued efficacy of the vaccine. 

As discussed earlier, since changes in procedure 
of vaccine production were continuing, we in 
Minnesota deemed it necessary to establish con- 
tinuous evaluation of vaccine efficiency. As vaccine 
supplies were increased after September, 1955, 
broader age groups were encompassed and by 
early 1956 the group 0-19 years of age and preg- 
nant women of any age were included among the 
eligible priorities. The situation after Oct. 17, 1955, 
was quite different from that which prevailed in 
the spring of 1955 when a single dose was given to 
a large group in a short period of time. Vaccina- 
tions were being performed throughout the year, 
before, during, and after the seasonal peak of the 
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disease. Some individuals were receiving their 
second and even third doses while others were re- 
ceiving their first. Thus the several age groups as 
well as individuals within an age group were sub- 
jected to varying risk of attack, first as nonvac- 
cinates and then as recipients of one, two, or three 
doses of vaccine. It is apparent that the vaccina- 
tion status of the population was, and continues to 
be, a continuously varying quantity. It is immedi- 
ately obvious that the simple analysis applied to 
the 1955 data was no longer valid under such 
circumstances. A “pure” group, with constant 
vaccinal status to be carried through a poliomyelitis 
season intact, no longer existed. 

To compensate for this, a “life-table” approach 
was utilized in computing case rates. The denomi- 
nators were no longer stable segments of the popu- 
lation but rather person-months or person-years of 
experience in categories of unvaccinated, one-dose, 
and two-dose rank. A case of poliomyelitis occur- 
ring in any of the categories was considered as 
leaving that category. Similarly those receiving a 
second dose of vaccine were considered as leaving 
the one-dose category and those receiving a first 
dose as leaving the unvaccinated category. To com- 
pute the number of person-months at risk in a 
certain category, to the number present in the 
category at the beginning of the month add one- 
half the number entering the category during the 


TABLE 7.—Person-Months of Experience by Immunization 
Status (Minnesota, June 1, 1955-Dec. 31, 1956)° 


No l Age Groups 
Month Vaccine Dose Doses Considered, Yr 
33.3 112.1 : and 2nd grades 
33.3 and 2nd grades 
September ; 33.3 and 2nd grades 
October 140.7 
169.5 
4s 4 
January, 1956 . 
February 5 796.1 
March 743.9 
June ‘ S845 
August 
October 411.6 
November 399.4 
December .. 886.1 
Total person-mo 2,424.2 
Person-yr. 


* All figures in thousands. 


month and subtract one-half the number leaving 
the category during the month. Halving the latter 
two numbers is done to compensate for the fact 
that individuals do not leave or enter en masse on 
the first day of the month but do so continuously 
throughout the month. To obtain the person-years 
value, divide the total number of person-months by 
12. To obtain the vaccinal status of members of the 
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population month by month, continuous tabulations 
of all vaccine inoculation reports from physicians 
and clinics were maintained. These reports were 
on a mandatory basis for the duration of the dis- 
tribution of state-purchased vaccine and on a vol- 
untary reporting basis for commercial supplies after 
these were available in August, 1956. In Minnesota, 
100% of available vaccine was state-purchased 
through July, 1956. Although no restrictions on age 
use were placed on commercially purchased vac- 
cine, only the 0-to-19-yvear group was studied for 
vaccine efficiency. Furthermore, vaccinal status was 
arbitrarily deemed to change 14 days after date of 
moculation to provide for adequate vaccinal effect. 
Thus, if the date of onset of a case was within 14 
days of the date of last dose of vaccine, that dose 
was discounted. (It is recognized that any dose of 
vaccine administered to an individual with preexist- 
ing naturally acquired antibody may well evoke a 
booster response in much less time than this. Since 
the existence of such antibody was not known in 
anv of the cases, the 14-day interval was selected 
for the sake of uniformity. ) 

In table 7 are the data on person-months of ex- 
perience or risk, by immunization status. It will be 
noted that the first and second grade groups have 
been included in our most recent calculation since 
they not only are obviously part of the 0-19 group, 
but have had second doses of vaccine since the 
summer of 1955 and have had two seasons of ex- 


posure to poliomyelitis. The total person-months 


and person-vears for each category from which 
attack rates have been calculated are also noted. In 
table 8 is the distribution of cases of poliomyelitis 
occurring in the study period according to clinical 
tvpes, vaccinal status, and period of occurrence. 
Utilizing these data as numerators and the date 


Pasce 8.—Cases of Poliomyelitis with Onset Between June 1, 
1955, and Dec, 31, 1956, by Vaccination Status, Clinical 
I'ypes, and in Selected Age Groups 
Minnesota 


from table 7 as denominators, attack rates by vac- 
cinal and clinical status are derived and expressed 
in cases per 100,000 person-years of experience. 
These are summarized in table 9. It can be seen 
that reductions in incidence of paralysis occurred 
both in the population with single doses of vaccine 
and in that with two doses of vaccine. Reduction 
in rate or protection afforded by one dose was 


23.4%, a difference found not to be significant. With 
two doses however, the reduction was 83.1%, a 
highly significant difference. 

Possibilities of Error and Questions Remaining.— 
It was anticipated that questions on the validity of 
use of commercial vaccine data would arise because 
of incompleteness of voluntary reporting. To test 
the magnitude of the error involved, copies of com- 


9.—Poliomyelitis Attack Rates, per 100,000 Person- 
Years of Experience, by Clinical Type and Vaccination 
Status (Minnesota, June 1, 1955-Dec. 31, 1956 


Paralytic Cases 


Rate 


mercial vaccine shipment invoices, inventories of 
unused vaccine in the hands of physicians, pharma- 
cists, and distributors, and voluntary reporting data 
on the use of commercial vaccine were analyzed 
From these sources it was calculated that voluntary 
reporting for the months of August through De- 
cember, 1956, was approximately 59% complete. 
However, theoretically adjusted values of commer- 
cial vaccine application in the 0-to-19-vear age 
group represented a maximum of 1.1% of all the 
vaccine used for the first dose in the total experi- 
ence and 2.2% of all the vaccine used for second 
doses in this experience. Thus, errors in the denomi- 
nators, interjected by incompleteness of voluntary 
reporting, cannot exceed these magnitudes. In any 
event, perfect reporting would obviously have in- 
creased the denominators for the single and two- 
dose categories and diminished the unvaccinated 
denominator. Hence disparities in paralytic attack 
rates between the vaccinated and unvaccinated 
groups would have been increased in favor of the 
vaccinated, 

Thus it may be concluded that Salk vaccine as 
utilized in Minnesota maintained relatively high 
protective efficiency when two doses were given. 
The percentage reduction in paralytic attack with 
a single dose of vaccine for the experience as a 
whole, though statistically not significant, was 
smaller than the protection afforded by a single 
dose in the 1955 season. Whether this implies a 
moderate decline in antigenicity in present vaccines 
over those utilized early in 1955 cannot be stated 
with assurance from these data. It is significant, 
however, that two doses provided a degree of pro- 
tection comparable to that provided by three doses 
in the field trials of 1954. This is not surprising in 
view of Salk’s subsequent investigations '* in which 
it was shown that the third inoculation in the 1954 
field trials, one month after the second inoculation 
which had been given a week after the first, was. 
indeed, not a booster dose; and antibody levels fol- 
lowing this third injection were not significantly 
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higher than the levels following the second inocula- 
tion. In 1955 and 1956, recommended immunization 
schedules in Minnesota and elsewhere followed 
Salk’s recommendation of a month’s interval be- 
tween first and second inoculations and no less than 
seven months between second and third inocula- 
tions. 

The practical application of vaccine efficiency to 
epidemic theory is pertinent since the occurrence 
of outbreaks in the face of intensive immunization 
programs in some areas could prompt premature 
judgment of vaccine failure. Doubt of vaccine 
efficacy could be expressed in considering the out- 
break of poliomyelitis in Chicago early in the sea- 
son in 1956. When incidence began to rise early in 
July, sufficient vaccine had already been used to 
provide for two inoculations in slightly less than 
50% of the eligible population under 20 years ot 
age, the group at greatest risk. In an upstate New 
York county with a population of 100,000, the 
attack rate by September, 1956, had reached 100 
per 100,000. It was estimated that close to 50% of 
the eligible population had been vaccinated. 

Do these instances of increased poliomyelitis in- 
cidence signify vaccine failure? It will be recalled 
that in Massachusetts during the large outbreak 
of 1955 a single dose of vaccine was proved to 
effect a 60% reduction in paralytic attack rates ** 
from 157 per, 100,000 among unvaccinated to 63 
per 100,000 among the vaccinated. In Wisconsin, 
under epidemic conditions a similar reduction in 
rate was achieved. The rates for vaccinated were 
nevertheless higher than those for unvaccinated 
populations in nonepidemic states. Where, then 
does the explanation of this seeming discrepancy 
lie? 

Poliomyelitis vaccination apparently does not 
prevent infection with the virus. In animal studies 
extremely high titers of antibody are necessary to 
reduce multiplication of virus.'” In man virus con- 
tinues to multiply and to be excreted from the stool 
after vaccination and antibody rise, although there 
is some evidence that the period of excretion may 
be shortened. The dynamics of poliomyelitis epi- 
demics are not entirely understood. Favorable bal- 
ance between susceptibles and immunes in the 
population provides an oversimplified explanation 
for a phenomenon which must involve, among other 
factors, the quantity of virus in a community and 
its rapidity of spread. The history of poliomyelitis 
in any community reveals swings of incidence, both 
in total and in paralytic categories, from extreme 
lows to extreme highs. The number of paralytic 
cases that will occur in a community is unpredict- 
able. In 1955, the attack rates in many communi- 
ties were low; in Minnesota this was also true. 
Since only 10% of the population at greatest risk 
(0-19 years of age) had received but a single dose 
of vaccine, certainly the low paralytic rate cannot 
be entirely attributed to vaccine. In Massachusetts 
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a corresponding percentage of the same-aged popu- 
lation had received vaccine but the over-all rate 
was much higher. A difference in effective spread 
of virus must have occurred. With so small a frac- 
tion of the population at risk vaccinated with an 
antigen providing but 60-70% protection against 
only the paralytic form of the disease and not pre- 
venting infection per se, the ubiquitous virus ob- 
viously came into contact with large numbers of 
susceptible unvaccinated individuals. To these 
must be added the vaccine failures, for, at best, a 
60-70% or even 80% effective vaccine allows the 
development of paralytic cases in an amount equal 
to 20-40% of the paralytic cases which would have 
occurred had vaccine not been given in the com- 
munity. 

At what level of vaccination could we be sure 
that outbreaks would no longer occur? The answer 
to this is not available at the present time nor is it 
simple to derive on theoretical grounds. In Minne- 
sota, only 49% of the population 0-19 vears of age 
had received two doses of vaccine by the end of 
1956 (table 5), and 34% of this population group 
remained without a single dose. The Chicago and 
upstate New York experiences would indicate that 
immunization of 40-50% of the population at great- 
est risk is not adequate. The low paralytic attack 
rate in Minnesota in 1956 must in part have been 
due to vaccine; but the greatest part of this rate 
and virtually all of the rate in 1955, also quite low, 
may have been but manifestations of a more or less 
cyclic phase in the dynamic balance between 
natural immunity and susceptibility. 

Will vaccination virtually approaching 100% in a 
community ultimately lead to a reduction in carrier 
infections or at least in their duration and thus re- 
duce the opportunities for transfer of virus? Will 
communities, achieving such a state of affairs, and 
maintaining antibody levels on a continuing basis, 
by early infancy immunization and boosters, ul- 
timately rid themselves of epidemic threats and by- 
pass the phenomenon of vaccine failures so that 
paralytic cases will occur but rarely? These are 
among the problems that the ensuing vears of ob- 
servation may resolve. At the present time, and 
pending the development of even more efficient 
poliovirus vaccines, vaccine coverage of an even 
larger proportion of the population is an immediate 
goal. 

Summary 


The use of trends in total and paralytic attack 
rates as measures of poliomyelitis vaccine efficiency 
has been found inadequate. Paralytic attack ratios 
and age-distribution comparisons have been found 
only suggestive of vaccine efficacy. The most nearly 
adequate measure of vaccine efficiency, short of 
placebo control studies, appears to be comparison 
of paralytic attack rates between comparable vac- 
cinated and unvaccinated groups. 
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To permit the comparison of paralytic attack 
rates among vaccinated and unvaccinated groups 
constantly varying in a population, a “life-table” 
method has been developed. By this method, analy- 
sis has revealed the use of two doses of Salk polio- 
mvelitis vaccine in Minnesota in 1955-1956 to have 
been 83% protective against paralytic poliomyelitis 
The continuing evaluation of vaccine efficiency will 
depend on cooperation of all physicians in the 
voluntary vaccination reporting system. 
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CLINICAL NOTES 


Translumbar aortography has become a widely 
employed procedure. It has been considered rela- 
tively safe and it is not difficult to perform. Al- 
though there have been only a few recorded cases 
of paraplegia secondary to abdominal aortography, 
this is a complication of great magnitude. A review 
of the literature reveals five cases reported by An- 
Bovarsky (1954 ).° 


i 


toni and Lindgreen (1949).' 
Baurys (1954),° Abeshouse and Tiongson (1956), 
and McCormack (1956).° There are undoubtedly 
other instances of paraplegia after this procedure 
which have not been reported. Baurys states that 
Nelson was acquainted with two cases which oc- 
curred in Europe and Canada respectively. Another 
unreported instance is referred to in an insurance 
journal.” The following report places on record still 
another instance of this catastrophic complication 
of aortography. 


From the departments of medicine and surgery, Vanderbilt University 
School of Medicine. 


PARAPLEGIA AFTER TRANSLUMBAR AORTOGRAPHY 


Laurence A. Grossman, M.D. 


James A. Kirtley, M.D., Nashville, Tenn. 


Report of a Case 


A 50-year-old man was first admitted to Vanderbilt Hos- 
pital in June, 1949, because of hypertension, hypertensive 
headache, and retinal hemorrhages. The blood pressure was 
180/100 mm. Hg. One month later he was readmitted and a 
bilateral thoracolumbar sympathectomy was performed. Sub- 
sequently, hypertension persisted and the patient experienced 
short periods of mental confusion interpreted as being due 
to hypertensive encephalopathy. From 1949 to 1956 he was 
frequently admitted to a local hospital for treatment of hy- 
pertension. In 1954 a chronically infected and contracted 
left kidney was removed surgically. 

On Sept. 20, 1956, he was admitted to Vanderbilt Uni- 
versity Hospital because of pain and numbness in the right 
leg and foot, both at rest and upon exercise, of six weeks’ 
duration. Walking was accompanied by a limp. The pain 
became so severe for three weeks before admission that fre- 
quent injections of opiates were necessary. Some pain, less 
severe, occurred in the left leg and left foot. 

Examination revealed a thin, emaciated man who appeared 
10 years older than the stated age. Retinal and generalized 
arteriosclerosis were present. The heart was enlarged. The 
blood pressures in the recumbent, sitting, and standing posi- 
tions were, respectively, 160/85, 120/78, and 90/68 mm. 
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Hg. The lower third of the right foot was the site of rubor 
on dependency and was cool. Both femoral arteries were 
felt but the pulsations were slightly diminished and no pulsa- 
tions whatsoever were detected in the more distal vessels. 
Limping and dragging of the right foot characterized the 
gait. 

The maximum urinary concentration was 1.008. The blood 
nonprotein nitrogen level was 44 mg. per 100 cc., and the 
serum cholesterol level was 270 mg. per 100 cc. X-ray of the 
lower extremities did not show any arterial calcification. An 
electrocardiogram revealed the changes of left ventricular 
strain and anterior wall coronary insufficiency. 

It seemed likely that there was present either a partial 
thrombotic occlusion of the terminal abdominal aorta or of 
the right femoral artery. On Sept. 27, 1956, an aortogram 
was made. With the patient under light anesthesia with 
thiopental (Pentothal), two needles were inserted via the 
lumbar region into the abdominal aorta. A test dose of 1 ml. 
of a 70% solution of acetrizoate (Urokon) sodium was in- 
jected. No evidence of sensitivity developed. Injection of 
acetrizoate through each needle was then begun. The cas- 
sette changer on the x-ray table became jammed on the third 
film, and because of this fact the injection was discontinued 
after a total of 12 ml. Slight extra-aortic extravasation oc- 
curred. The two films showed an incomplete picture of the 
aorta. There was retrograde filling and the 12th left inter- 
costal artery was visualized. It was decided to repeat the 
injection. This was done 15 minutes after the first injection. 
The needles were reinserted at a lower level and 10 ml. 
from each syringe was injected simultaneously. The aorto- 
grams revealed conclusive evidence of blockage of the aorta 
below the level of the body of the third lumbar vertebra. 
The column of dye extended upward instead of downward 
and the lower part of the aorta could not be visualized. 
The procedure was completed at 3 p. m. At 5 p. m. a flaccid 
paralysis of the lower extremities became evident and there 
was anesthesia below the 11th thoracic dermatome. Vibra- 
tory and position senses were absent, as were the deep re- 
flexes in the lower extremities. A neurologist confirmed the 
presence of transverse myelopathy at the 11th thoracic seg- 
ment. 

After four months the neurological manifestations of the 
transverse lesion persisted without any change. The intrac- 
table pain in the foot and leg disappeared with the onset of 
anesthesia. Catheter drainage has been complicated by sev- 
eral exacerbations of urinary tract infection. Physiothera- 
peutic measures have been employed. Recently, an infarct 
developed in the lower lobe of the left lung, and the pa- 
tient’s condition remains precarious. 


Comment 

The exact cause of paraplegia in our patient is 
not known. In four similar cases reported, para- 
plegia was a complication of indirect abdominal 
aortography, and McCormack ° reports its develop- 
ment after a direct aortogram carried out at the 
time of left lumbar sympathectomy. At autopsy 
thrombosis of the anterior spinal artery and _ its 
branches has not been demonstrated. Demyeliniza- 
tion has been observed in the thoracolumbar region 
of the cord, with principal involvement of the lateral 
funiculi and of the ventral funiculus. Boyarsky * 
theorized that sensitivity of the nervous system to 
the contrast medium was present in the case he 
observed. Hol and Skjerven * emphasized that dam- 
age to the spinal cord after translumbar aortography 
may be expected from the supine position of the 
subject, prolonged exposure to the contrast medium, 
repeated injections of the contrast medium at short 
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intervals, and abnormal susceptibility of the spinal 
cord to injury. They suggest that the high specific 
gravity of the contrast medium predisposes to con- 
centration of the material in the dorsal arteries 
supplying the spinal cord. They note the possible 
causative role of prolonged exposure to the contrast 
medium resulting from retardation of the blood flow 
in cases of thrombus formation. Abeshouse and 
Tiongson * also believe that paraplegia results from 
spinal cord damage produced by the direct toxic 
action of the highly concentrated contrast medium 
and they discuss the possible etiological role of 
vasospasm. 

In their cases, Antoni and Lindgreen ' employed a 
70% solution of iodopyracet. Boyarsky’s patient ’ 
developed paraplegia immediately after aortography 
with a 70% solution of acetrizoate. The type of 
contrast medium employed by Baurys* is not 
known. Abeshouse and Tiongson * used a 70% solu- 
tion of acetrizoate. McCormack’ also employed 
this drug in the same concentration, and so did we. 

In our case and in two of the other five which 
have been reported ( Boyarsky * and McCormack °), 
the initial aortograms were considered unsatisfac- 
tory and were promptly repeated. Because trans- 
verse myelopathy developed after the reinjections, 
McCormack suggests a delay of from 7 to 10 days 
when a second aortogram is required. He also sug- 
gests a higher injection level since this provides an 
increased number of collateral channels for the 
distribution of the dye and increases the opportuni- 
tv for dilution. Since sensitivity of the spinal cord 
to various contrast chemicals may vary directly in 
proportion to their concentration, a 50% solution 
instead of a 70% solution of diatrizeate ( Hypaque ) 
sodium has been employed by some workers. 

The injection level in our case was possibly a 
little higher than usual, since the dye extended 
upward and the lower intercostal arteries were visu- 
alized. It was felt that the lumbar sympathectomy 
and the left nephrectomy which the patient had 
undergone previously distorted the position of the 
aorta to some extent. 

Other complications of translumbar aortography 
occur. Gould and Willson,” in a review of the vari- 
ous complications of aortography, describe six cases 
in which severe renal damage followed the injection 
of renal arteries. They cite eight instances of renal 
shutdown, two of which were fatal, after injections 
of the dye into the aorta. Thrombosis of the supe- 
rior mesenteric arteries has also been observed. 

Our unfortunate experience with aortography, 
reviewed in the light of the experience of others, 
has led us to abandon it as a diagnostic procedure. 
If the clinical story suggests occlusive disease of the 
lower abdominal aorta or if an aneurysm thereof 
has been detected, then, by direct surgical approach 
the femoral arteries are visualized. This takes only 
a few minutes. If the femoral vessels are patent 
and relatively free of arteriosclerotic change, the 
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primary operative procedure, be it replacement 
grafting or thromboendarterectomy of the occluded 
portion of the aorta, is then carried out. When, 
because of the history and physical signs, a block 
of the femoral artery is suspected, the popliteal 
vessels are initially exposed and examined. Al- 
though formerly direct aortography or arteriography 
was emploved on occasions during surgery, we 
have also abandoned this practice. 


Summary 


Transverse myelopathy with paraplegia is a com- 
plication of translumbar aortography. The indica- 
tions for this diagnostic procedure, employing the 
opaque mediums currently available, are rarely 
sufficient to justify the risk involved. Surgical ex- 
posure and direct examination of the aorta and its 
branches is the optimum method of examination 
at this time. 


1816 Haves St 3 Dr. Grossman ) 
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Steno’s Experiment in 


EARLY CLUE TO VISCERAL CARCINOMA—HEMORRHAGE AFTER 


A clue to the possible presence of an obscure 
visceral carcinoma, notably, carcinoma of — the 
pancreas, may arise from the hemorrhage which 
appears within 24 hours after the intravenous ad- 
ministration of the highly potent and prompt-acting 
anticoagulant, warfarin (Coumadin) sodium. 

The case presented below, coupled with a pre- 
vious experience with thrombosis, may show this 
procedure to be an important diagnostic tool. The 
appearance of early bleeding in this patient, mark- 
edly contrasting that noted in previous experience 
with over 125 intravenous injections of warfarin, 
leads me to report this case in the hope that others 
with more clinical material available may be led to 
assess the usefulness and limitations of the sug- 
gested test. Fortunately, the availability of phytona- 
dione (vitamin kK,, Mephyton) reduces the hazards 
associated with the hemorrhage. Vitamin k, 
promptly counteracts the bleeding produced by 
wartarin. 

A consideration of the recent literature associat- 
ing thrombosis and carcinoma lends credibility to 
the proposed test. Several observers * have stressed 
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INTRAVENOUSLY GIVEN WARFARIN 
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that early recognition of thrombophlebitis is a pos- 
sible clue to cryptic or obscure malignant lesions. 
Wright * noted that thrombophlebitis associated 
with malignancy resists anticoagulant therapy with 
bishvdroxvecoumarin (Dicumarol), even though the 
prothrombin activity is depressed to therapeutic 


levels. 
Report of a Case 
4 60-vear-old female weighing 168 Ib. (76.2 kg.) entered 
the hospital on Oct. 15, 1955, complaining of severe pain 


and swelling along the entire left arm. Four months prior 
to admission, she noticed for the first time a pain and a 
swelling of the left foot, which spread to the right foot, leg, 
and thigh. Treatment at home with bed rest and elevation 
of the feet resulted in subsidence of the pain and swelling 
There had been no chills or elevation of temperature. She 
was not aware of any apparent injury to the arms or legs; 
she had not undergone surgery or been bedridden; there 
was no weight loss. Her personal and family histories were 
normal. 

On admission, a diagnosis of thrombosis of the left 
axillary vein was made. One 50-mg. dose of warfarin was 
administered intravenously. Prior to administration of the 
anticoagulant, her prothrombin time was 24 seconds, or 
33% of normal (control 15 seconds). Questioning revealed 
that the patient had not previously received any antico- 
agulants or other medicaments. Twelve hours after the 
injection, bleeding at the venipuncture site and gross hema- 
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turia appeared. The prothrombin activity was infinity 
(prothrombin activity 0% after two hours). The oozing of 
blood from the puncture site was controlled by a pressure 
dressing. Twelve hours after the injection of warfarin, 
75 mg. of phytonadione was administered intravenously. 
The bleeding from the puncture site and the hematuria 
cleared within eight hours. On the following morning, the 
prothrombin time was 33 seconds (20% of normal, control 
15 seconds). Hematological studies revealed no evidence of 
any blood dyscrasia. Six days after admission, the swelling 
and pain subsided and she was discharged from the hos- 
pital. The presence of a malignancy was not entertained. 

Three weeks after discharge, she returned to the hospital 
with complaints of severe headache and an inability to talk. 
A motor aphasia prevented communication. It was felt that 
the patient had a cerebral thrombosis. Recalling the profuse 
hematuria after the administration of the anticoagulant on 
the first hospitalization and the previous thrombotic epi- 
sodes, we now suspected the presence of a malignancy, 
particularly of the body of the pancreas. Venous and 
arterial thrombosis became more prominent. The patient’s 
condition was progressively worsening, with gangrene of 
the right great toe (demarcation at the metatarsophalangeal 
joint) and hemiplegia. Permission for a laparotomy could 
not be obtained. She died on the 32nd hospital day. 

In summary, then, this patient exhibited multiple throm- 
bosis characterized in succession by (1) bilateral thrombo- 
phlebitis of the lower extremities, (2) axillary vein 
thrombosis of the left arm, and (3) cerebral thrombosis 
and finally arterial thrombosis exhibited by gangrene of the 
great toe. The antemortem diagnosis of carcinoma of the 
body of the pancreas was confirmed by autopsy. 

Postmortem Findings.—Postmortem examination of the 
pancreas revealed an infiltrating adenocarcinoma of the 
body of the pancreas with metastatic adenocarcinoma to 
the regional lymph nodes, liver, and lungs. There were 
multiple venous thrombi, involving the veins of the lower 
extremities and the pelvis. In the heart, mural thrombi wer« 
noted on the tricuspid and mitral valve leaflets. The pulmo- 
nary arteries contained multiple small emboli of varied 
ages. 

Microscopic examination of sections of the pancreas 
showed it to be infiltrated by a gland-forming tumor. 
There were severe disparities of nuclear size, shape, and 
staining effect. The cytoplasm of the tumor cells was 
granular or vacuolated, and the tumor had a desmoplastic 
reaction. Occasionally preserved islets were seen within 
tumor masses. The tumor was seen in perineural lymphatics. 
Some of the sections of the pancreas showed an essentially 
normal architectural pattern with no duct dilatation. 

Sections taken from many pelvic and leg veins showed 
striking examples of occlusive thrombosis with recanaliza- 
tion and deposition of iron pigment. 

The branches of the pulmonary arteries of all sizes 
showed many old and recent, occasionally recanalizing, 
thrombi. At the periphery of the lungs were small focal 
collections of tumor, the details of which were similar to 
those in the pancreas. 

Organizing fibrin masses appeared on the endocardial 
surfaces of the heart. The right ventricle had a normal 
epicardium and myocardium, but the endocardium was 
abnormal in that organizing masses of fibrin were present 
on the tricuspid valve leaflets. No bacteria were seen. 
There were no inflammatory changes in the valves. 

Sections of the adrenals, ovaries, cervix, gastrointestinal 
tract, and spleen were unremarkable. Sections of the brain 
and upper cervical cord were essentially normal. 


Comment 


The association of thrombophlebitis and visceral 
cancer is well known. Although Trousseau first 
noted this association in 1856* and Osler did in 
1900, Sproul’s study * in 1938 reawakened an in- 
terest in this matter. Since then, other reports re- 
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emphasized the association between thrombosis 
and carcinoma.’ Following are possible early clues 
to cryptic malignant lesions *: (1) an unexplained 
episode of pulmonary embolism,” (2) at least two 
bona fide episodes of thrombophlebitis, regardless 
of the location, mildness, or shortness, provided the 
thrombophlebitis cannot be satisfactorily explained 
on some other basis (even a single bout of appar- 
ently spontaneous thrombophlebitis should arouse 
suspicion if there are other new systemic symptoms 
or a recent change in previous symptoms ™), (3) re- 
fractoriness of an episode of thrombophlebitis to 
adequate anticoagulant therapy or unexplained 
bleeding with prothrombin times in the therapeutic 
(up to 40 seconds) range,* and (4) the initiation of 
bleeding, sometimes profuse, of a gastrointestinal 
carcinoma when the patient is receiving anticoag- 
ulant therapy.” 

To those observations now may be added the 
hyperreaction to the established prompt action of 
warfarin. A single dose of this drug may result in 
prothrombin depletion and in hemorrhage in con- 
trast to the usual high tolerance to 1 mg. per kilo- 
gram of body weight of warfarin. The hyperreaction 
may manifest itself by gross hematuria and con- 
tinuous oozing from the venipuncture sites. In the 
absence of any evidence of a blood dyscrasia after 
appropriate hematological studies or other contra- 
indications to anticoagulant therapy, such hyper- 
reaction to warfarin when administered to a patient 
with venous thrombosis may be an early clue to an 
obscure visceral carcinoma. 

The finding in this case is in line with the obser- 
vations of Wright.* He noted the absence of thera- 
peutic effect in thrombophlebitis associated with 
malignancy, even though the therapeutic range 
was reached. He emphasized that malignancy must 
be suspected whenever thrombophlebitis persists 
or is migratory despite adequate anticoagulant 
therapy or whenever there is unexplained bleeding 
with prothrombin times in the therapeutic (not 
excessive) range. 

The pathogenesis of multiple thrombosis in car- 
cinoma of the pancreas and in other visceral car- 
cinoma remains obscure. Various explanations have 
been offered.’ 

Gore offered an intriguing explanation for 
multiple thrombosis in pancreatic carcinoma. He 
suggested this explanation for the curious relation- 
ship between carcinoma of the pancreas and throm- 
bosis. The key factor is functionally intact but 
morphologically disrupted glandular tissue as the 
tumor bed. The clotting disturbance stems from the 
release of trypsin from the disrupted glandular 
tissue of the tumor bed. The thromboplastic effects 
of trypsin ordinarily are neutralized by antitryptic 
substances within the serum. Their titer, as deter- 
mined by measurements of plasma antithrombin, 
rises considerably in acute pancreatitis. However, a 
mechanism which operates in an acute, short-lived 
process may fail when the stress involving it con- 
tinues over a long period. Progressive debilitation, 
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which occurs with cancer, increases the possibility 
of such failure; should it occur, the continued re- 
lease of trypsin from the tumor bed would lead 
to intravascular coagulation. Involvement of the 
arterial side of the circulation, particularly of the 
heart valve, seems to be the only anatomic differ- 
ence between this thrombotic process and the more 
common form of thrombosis. 

The frequency with which obstructing neoplasms 
of the head of the gland lead to atrophy explains 
the lesser incidence of intravascular coagulation in 
that localization. Metastases within the pancreas 
from tumors of various origins affect the coagula- 
tive mechanism in an_ identical fashion. They 
thereby reaffirm the lack of significance of the 
histological tvpe of the neoplasm in production and 
association of thrombosis. Malignant lesions em- 
bedded in functional pancreatic tissue cause a slow 
and unremittent release of trypsin into the circula- 
tion. At first, there is a compensatory rise of anti- 
trvpsin, but, over a prolonged interval marked by 
progressive debilitation, the antitryptic mechanism 
fails. This failure of the antitryptic mechanism ac- 
counts for the clotting tendency observed with the 
tumors of carcinoma of the pancreas. 

Gore emphasized the one morphologic finding 
which suggests the action of an unopposed throm- 
boplastic agent; whereas most of the thrombi are 
usually venous, Thompson and Rodgers found," 
as did I, that there also is a high incidence of 
arterial thrombi. In several of Gore's cases of car- 
cinoma of the tail of the pancreas with thrombosis, 
and in Sproul’s, polypoid fibrin thrombi were at- 
tached to otherwise normal aortic or mitral valve 
leaflets. They were formed along the line of appo- 
sition, and their occurrence on the systemic side of 
the circulation, with its more forceful valvular 
closure, suggests that they were initiated by ordi- 
narily innocuous endothelial injury at the site of 
impact. Furthermore, when circumstances favor 
formation of fibrin within the circulation, the motil- 
ity of the leaflets provided them with a harvesting 
effect analogous to the action of glass beads and 
defibrinating blood in the laboratory. Gore explains 
a lowered level of prothrombin in the face of a 
tendency to thrombosis by the fact that the deple- 
tion is a secondary effect resulting from hyperutili- 
zation of prothrombin rather than a primary defect 
of its formation. 

With use of warfarin, it is possible to take advan- 
tage of the early finding of a lowered level of 
prothrombin time in the presence of obvious throm- 
bosis. The provocative test with warfarin is sug- 
gested as a possible usetul, early diagnostic clue to 
the presence of a hidden or silent pancreatic malig- 
nancy, as well as malignancies in other visceral 
organs with possible metastases to the pancreas. 

A dose of warfarin based on the weight of the 
patient, not to exceed a total of 75 mg., when given 
intravenously, intramuscularly, or by mouth, may 
cause the patient’s prothrombin time in seconds to 
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be so prolonged as to cause frank hemorrhage from 
the venipuncture site or hematuria. In my patient, 
50 mg. given intravenously caused an alarming 
hemorrhage 12 hours after administration. The 
hemorrhage was later reversed by administering 
phytonadione. The prothrombin index 12 hours 
after the administration of warfarin came down to 
zero and remained at such a level until the admin- 
istration of phytonadione. The response to vitamin 
K, indicates that there is no defect in prothrombin 
formation. This rebound of the prothrombin time 
should be considered part of the diagnostic test for 
prothrombin depletion. 

This hyperreaction to warfarin, and possibly to 
its congeners, and the resistance of thrombophlebitis 
to anticoagulant therapy should lead the clinician 
to search thoroughly for a possible malignancy.” 
Such hyperreaction to warfarin when used to treat 
thrombophlebitis should lead the clinician to sus- 
pect carcinoma of the body or tail of the pancreas 
or other visceral carcinoma with metastases to the 


pancreas as the underlying causative factor.’ In 
such an instance, an exploratory laparotomy may 
be indicated if all other diagnostic procedures are 
of no avail. When one notes such hyperreaction to 


warfarin administered in an initial episode of 
thrombophlebitis, one need not wait for further 
episodes of migratory thrombophlebitis before sus- 
pecting a hidden malignancy. Thus, Woolling * 
agrees with Fisher's * opinion that one is justified 
in a thorough and continuous study to rule out a 
developing cancer in any patient in whom at least 
two bona fide episodes of thrombophlebitis have 
occurred, regardless of the location, mildness, in- 
tensity, or duration, provided the thrombophlebitis 
cannot be explained convincingly on some other 
basis. 

Prothrombin can be depleted by a relatively 
small dose of warfarin. Measuring each day the re- 
sponse of the prothrombin index to a single dose of 
warfarin may be a useful early diagnostic clue to 
the presence of cryptic visceral malignant disease. 
The presence of both venous and arterial throm- 
bosis, as noted in my patient and in similar cases, 
would justify a suspicion of pancreatic malignancy 
Thus, many months before the diagnosis of malig- 
nant visceral disease one may clinically recognize 
thrombophlebitis with or without the occurrence 
of arterial thrombosis and demonstrate the deple- 
tion of prothrombin with the aid of warfarin. 

Using wartarin or its congeners for a diagnosis 
in a condition in which prothrombin is already de- 
pleted assumes a calculated risk of hemorrhage, on 
which the test resides. Hence, measures to counter- 
act the hemorrhagic manifestations must be held 
in readiness. Vitamin K, must be on hand. Bleeding 
from a venipuncture site can be controlled by a 
pressure dressing. Hematuria can be controlled by 
administering 75 mg. or more of vitamin K, intra- 
venously. Transfusion of fresh whole blood may 
be necessary. 
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Summary 


Hyperreaction to warfarin or its congeners, when 
administered in a therapeutic dose to treat throm- 
bophlebitis, should make one suspect an obscure 
visceral carcinoma, particularly of the body or tail 
of the pancreas, or other visceral carcinoma with 
metastases to the pancreas. 


31 W. Camelback Rd. 
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COUNCIL 


ON DRUGS 


Report of the Council 


The Council has authorized publication of the following report. Nonproprietary terminology 
is used for all drugs that are mentioned; when such terminology is not considered to be gener- 
ally well known, its initial appearance is supplemented by parenthetic insertion of names known 


to be applied to commercial preparations. 


H. D. Kautz, M.D., Secretary. 


PSYCHOTHERAPEUTIC DRUGS 


The introduction of a multiplicity of psychothera- 
peutic drugs and of new terms, such as tranquilizer, 
ataraxic, normalizer, calmative, neurosedative, psy- 
chic energizer, pacific, anticonfusion and antihallu- 
cinatory, creates a difficult situation for the average 
physician. He is confronted with the problem of 
evaluating claims of usefulness for a wide variety 
of chemical substances with diverse pharmacologi- 
cal effects, which are proposed for the treatment of 
neurotic and psychic disorders. 

The terms “tranquilization” or “ataraxia” in re- 
ferring to the human mental state have been vari- 
ously defined, but for simplicity they can be con- 
sidered to be more or less synonymous with “peace 
of mind.” As such, they are obviously psychological 
rather than pharmacological terms, since the state 
can be produced by a multitude of drugs which 
either depress or stimulate the central nervous sys- 
tem and by others which exert only a peripheral 
effect on organ structures. Thus, a tranquil state can 
be accomplished by nonspecific sedation (alcohol, 


barbiturates), by analgesics (acetylsalicylic acid, 
morphine ), by skeletal muscle relaxants (mephene- 
sin, meprobamate), by autonomic suppressants 
(chlorpromazine, reserpine), and by many others. 
“Peace of mind” can also be created in depressed 
individuals by the judicious use of substances that 
are pharmacological stimulants, such as ampheta- 
mine. In the broadest sense, therefore, the reversal 
of any clinical disorder, even by drugs with only 
peripheral effects (epinephrine in asthma and digi- 
talis in cardiac decompensation), can result in 
“peace of mind” by relieving anxiety. This concept 
is the fundamental basis of psychosomatic medicine. 

From a practical point of view the time has long 
since passed when it would be useful, or even 
possible, to attempt to establish the designation 
“tranquilizer” or even “specific tranquilizer” as a 
pharmacological term that could be considered 
synonymous with what might be termed “autonomic 
suppression.” Likewise, it is no longer feasible to 
limit the application of such a term to particular 
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substances, such as chlorpromazine and reserpine, 
whose introduction into psychotherapeutic practice, 
because of unique pharmacological properties, 
created the present dilemma. Indeed, it appears 
probable that the gradually increasing number of 
new drugs, as well as new terms, will add to rather 
than detract from the confusion in this important 
field. 

It seems wise to bear in mind that regardless of 
terminology, the ideal objective of psychotherapy 
with drugs is to induce an improved mental state, 
irrespective of what subjective symptom or objec- 
tive sign is being treated. This should be done with 
agents that produce no undesirable subjective re- 
sponses, are lacking in toxic side actions, and exert 
no summative effects with other drugs unless the 
latter are beneficial. 

In accordance with the foregoing considerations, 
the Council has voted to abandon the section on 
Ataraxics in New and Nonofficial Drugs and to 
describe agents proposed for use for their particular 
effects on the central nervous system, in accordance 
with their fundamental pharmacological classifica- 
tion, insofar as this is known. On the basis of pres- 
ent knowledge, the drugs in this general category 
can be classified under the following headings: 

I. Antihistamines 

A. Psychotherapeutic antihistamines 
a. Hydroxyzine (Atarax) hydrochloride 
II. Central Nervous System Depressants 
A. Nonselective Depressants 
1. Analgesics 
2. General anesthetics 
3. Hypnotics and sedatives 
B. Selective Depressants 
. Anticonvulsants 
. Antihistamines (as above ) 
. Antitussives 
. Central muscle relaxants (skeletal muscle 
relaxants ), nonsedative 
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a. Mephenesin (Avosyl, Dioloxol, Kinavo- 
syl, Lissephen, Mephenesin, Mepherol, 
Mephson, Myoten, Myoxane, Oranixon, 
Prolax, Saserol, Sinan, Spasmolyn, Tolan- 
sin, Tolosate, Toloxyn, Tolserol, Tolulox, 
Tolyspaz ) 

b. Mephenesin carbamate ( Tolseram ) 

5. Central muscle relaxants (skeletal muscle 
relaxants ), sedative 

a. Meprobamate ( Equanil, Miltown ) 

b. Phenaglycodol ( Ultran ) 

c. Promoxolane ( Dimethylane ) 

6. Central parasympathetic suppressants 

a. Benactyzine (Suavitil ) hydrochloride 
. Central sympathetic suppressants, pheno- 
thiazine derivatives 

a. Chlorpromazine (Thorazine ) hydrochlo- 
ride 

b. Mepazine ( Pacatal ) hydrochloride 

c. Perphenazine (Trilafon) hydrochloride 

d. Prochlorperazine (Compazine ) maleate 

e. Promazine (Sparine) hydrochloride 

f. Triflupromazine ( Vesprin ) hydrochlo- 
ride 

. Central sympathetic suppressants, rauwol- 
fia derivatives 

a. Alseroxylon ( Rauwiloid ) 

b. Deserpidine ( Harmony] ) 

c. Rauwolfia (Raudixin, Rauserpa ) 

d. Rescinnamine ( Moderil ) 

e. Reserpine (Rauloydin, Raurine, Reser- 
pine, Reserpoid, Roxinoid, Sandril, Ser- 
pasil, Serpiloid ) 

III. Central Nervous System Stimulants 
a. Methylphenidate (Ritalin) hydrochloride 
b. Pipradrol ( Meratran ) hydrochloride 
IV. Miscellaneous Agents 
a. Azacyclonol ( Frenquel ) hydrochloride 


Go 


CHEMICAL LABORATORY 


Monographs of tests and assays for new and 
nonofficial drugs adopted by the Chemical Labora- 
tory of the American Medical Association represent 
an expression of opinion as to what might constitute 
adequate tests and assays to serve as a reference 
guide to those interested in the identity and quality 
of a new and nonofficial drug. 

Completed monographs are published in the 
journal Drug Standards for those interested in the 
details of the procedures. Monographs on the fol- 
lowing drugs have appeared in the November- 


The Chemical Laboratory has authorized publication of the following statement. 


WaLTER WoLMAN, Pu.D., Director. 


December, 1957, issue of that journal. The coopera- 
tion of the listed pharmaceutical firms that 
furnished samples and data is acknowledged. 


(Burroughs Wellcome & Co., Inc.) 
Cryptenamine .................... (Irwin, Neisler & Co.) 
Cryptenamine acetates ...... (Irwin, Neisler & Co.) 
Cryptenamine tannates ...... (Irwin, Neisler & Co.) 
Isometheptene .................-++ (Knoll Pharmaceutical Co.) 
Isometheptene hydro- 

(Knoll Pharmaceutical Co.) 
Isometheptene mucate ...... (Knoll Pharmaceutical Co.) 
Tridihexethy] iodide .......... (Lederle Laboratories) 
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FAT EMULSION FOR INTRAVENOUS USE 
GUEST EDITORIAL 
Warren H. Cole, M.D. 


OR MANY years the medical profession 

has been searching for a stable nontoxic 

fat emulsion which when given intrave- 

nously to patients would be assimilated 
for caloric use. The need for such an agent is great- 
est in patients who are malnourished and who, for 
one reason or another, are unable to take food by 
mouth, Surgical patients fall into this category 
more often than others, since oral feedings are 
interrupted by every celiotomy, and often oral 
intake is not possible for several days thereafter. 
The greatest usefulness for such an agent would be 
in malnourished patients having an abdominal dis- 
ease needing surgical correction, but in whom the 
lesion is of a type not permitting sufficient oral in- 
take to convert the operative risk from poor, or fair, 
to good. These lesions are numerous indeed, and 
include patients having carcinoma of the gastro- 
intestinal tract, ulcerative colitis, regional enteritis 
and many others. The November issue of Metabol- 
ism: Clinical and Experimental contains 23 papers 
(from 22 different institutions) dealing entirely 
with a newly developed fat emulsion (Lipomul) 
which appears to meet the requirements searched 
for. These papers deal with numerous aspects of 
the emulsion, including particularly the preparation, 
utilization, and reactions. In addition, at the end is 


From the Department of Surgery, University of Illinois College of 
Medicine, Chicago. 


J.A.M.A., March 1, 1958 


a summary or discussion in which all reactions or 
possible deleterious effects are brought up for con- 
sideration by all present at the symposium (held 
at Brook Lodge, Augusta, Mich., May 21 and 22, 
1957, under the auspices of the Upjohn Company ). 
Numerous investigators during the past three or 
four decades have prepared fat emulsions of vari- 
ous types, but, up to the present, reactions after 
their injection have been too severe to allow gen- 
eral use. The reactions sustained by injection of 
the present emulsion are so mild that apparently 
all of the investigators reporting were willing to 
continue using the product on a clinical basis. 

The emulsion is made from a highly refined cot- 
tonseed oil. Soya phosphatide (lecithin) was used 
as the emulsifying agent, as in previous investiga- 
tions, but the serious reactions experienced pre- 
viously have been prevented by removing a certain 
objectionable fraction from the phosphatide. Utiliz- 
ing a coemulsifying agent (a polyoxyethylenoxy- 
propylene polymer), the manufacturers have been 
able to reduce sharply the amount of phosphatide 
needed to stabilize the emulsion. The actual con- 
stituents are cottonseed oil, 15 Gm.; Phosphatides 
(purified soya lecithin), 1.2 Gm.; polyoxyethyl- 
eneoxypropylene polymer, 0.3 Gm.; dextrose, 4.0 
Gm.; and water for injection, up to 100 ml. The 
dextrose is added to obtain isotonicity. The fat 
globules are predominantly 0.5 to 1 » in diameter; 


not over 0.02% of the visible particles are larger 


than 1.5 » in diameter. Vigorous shaking for 72 
hours at 5 C does not produce any change in the 
size of the particles; it is stable for at least one 
year if stored in a refrigerator. At the present time 
the emulsion is put up in bottles containing 500 cc. 
(15% fat), with a nutritional value of approximately 
800 calories. 

As stated, the various investigators reporting in 
this symposium studied innumerable character- 
istics of the emulsion. In the discussion held at the 
end of the symposium all present were invited to 
comment on the various characteristics discussed. 
All those studying the ulilization of the injected fat 
seemed convinced it was utilized completely or 
nearly so and that the emulsion had a prominent 
protein-sparing effect. Dosage is obviously an im- 
portant item. Many investigators reported 1,200 cc., 
and some even up to 1,800 cc. per day without un- 
toward reactions other than the persistence of 
lipemic serum. The speed of injection is relatively 
unimportant, but very few infusions have been 
given faster than 5 cc. per minute. Accordingly, it 
was agreed that, if a severe nutritional deficiency 
were present, at least two bottles might safely be 
given per day. Many of the investigators had given 
as many as several hundred injections; often 30 or 
40 were given to the same patient. There were no 
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fatal reactions, and in fact few indeed which were 
serious; the very few serious reactions (e. g., hep- 
atomegaly, purpura) occurred only after extended 
therapy of daily injections for several weeks. 

Numerous subjective complaints such as head- 
ache, backache, and anorexia were reported, but 
they were so infrequent and so mild that they were 
not considered significant. One investigator report- 
ed an increase in the blood pressure level after ad- 
ministration of the emulsion, but, since this will 
occur after intravenous administration of glucose, 
blood, and many other such agents, it was agreed 
this response was insignificant. Occasionally pyrexia 
was produced, however, no one reported any dele- 
terious effects of this reaction; moreover, when the 
emulsion was given later these patients usually had 
no pyrexial reaction. Minor changes in sulfobromo- 
phthalein and thymol readings were reported, due 
presumably to fat in the Kupffer’s cells; this reac- 
tion was not considered significant, particularly 
since it was very transient. The emulsion produces 
little or no local reaction when extravasation occurs; 
numerous investigators reported no ill-effects from 
this complication. One of the essayists reported that 
an increased coagulability of the blood was noted 
during the time patients are lipemic, but no one 
observed any tendency for production of thrombo- 
phlebitis or pulmonary embolism. 

In the final discussion or summary, the moderator 
attempted to find out if the investigators present 
could agree on contraindications. There appeared 
to be practically no contraindications, except that 
all would agree that if a reaction were sustained 
the injection should be stopped. If daily injections 
for many days or weeks were followed by un- 
toward reactions, the injections should obviously 
be discontinued. Hypertension, hepatic disease, 
jaundice, and fever were discussed as possible con- 
traindications. However, it was agreed that such 
conditions are not contraindications, although the 
precautions taken during any intravenous injection 
should be followed. Slow clearance of the fat in the 
serum was reported by several essayists. Although 
no explanation of this phenomenon was made, it 
was agreed that the emulsion should be given 
cautiously in such cases, and in moderate amounts 
daily. 

In conclusion, it appears that practically all, if 
not all, investigators present at the symposium con- 
sidered the emulsion in its present form to be safe 
for clinical use, and to be utilized by the patient. 
The long-continued search for an emulsion of intra- 
venous fat for clinical use may be at an end. Such 
an agent will be very useful indeed in treating 
undernourished patients who can take little or 
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nothing by mouth. The surgeon will probably profit 
most from this agent, because improvement in 
physical reserve is so often necessary before opera- 
tion can be performed safely, and so often such pa- 
tients can take very little by mouth. It should be 
just as valuable in postoperative treatment when 
adequate oral intake is prevented by one reason 
or another. 

This material is available at present only on an 
investigational basis, but it is hoped that a product 
of this type will be available through the usual 
channels in the very near future. 


THE “YOUNGING” OF ELECTORATES 


The never-ending struggle of physicians with 
disease sometimes creates the impression that each 
hard-won gain will eventually mean an increasing 
proportion of older adults. Nevertheless, as the 


article beginning on page 1051 points out, the 
proportion of older adults in some nations will soon 
start to decline despite the phenomenal medical 
progress of recent decades. Meanwhile, more and 
more persons will enjoy the privilege of dying old 
instead of dying young. But this privilege will not 
result in a topsided age distribution of adults in 
several Western nations. Starting in 1961 in Aus- 
tralia the aging of the electorate will give way to 
the “younging” of the electorate. The proportion 
of adults aged 50 and over will start declining in 
New Zealand in 1962, in France in 1965, and in the 
United States in 1970. The author, the director 
of the Bureau of Medical Economic Research of 
the American Medical Association, analyzes the 
influence of the age factor on certain trends in 
Western countries, particularly in Australia and 
New Zealand, where he conducted his study during 
the first four months of last year. His conclusion 
that the era of aging electorates will soon terminate 
into a new era of younging electorates provides the 
medical profession and the American people with a 
new insight into some of the great social, political, 
and economic crosscurrents of the third quarter of 
the 20th century. 


a salute to 
medical school progress 


MEDICAL EDUCATION 
WEEK ---- April 20-26 
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OLD-AGE AND SURVIVORS INSURANCE 
DISABILITY PROGRAM 


Committee on Medical Rating of 
Physical Impairment 


One of the tasks of the Board of Trustees’ Com- 
mittee on Medical Rating of Physical Impairment 
is to keep the medical profession informed on de- 
velopments concerning the medical aspects of the 
disability provisions in the Old-Age and Survivors 
Insurance (OASI) section of the Social Security 
Act. A complete description of this program, pre- 
pared in question and answer form by the Com- 
mittee, was published in the June 1, 1957, issue of 
THE JouRNAL, pages 566-571. Reprints of the article 
were distributed on June 28, 1957, to all constituent 
associations with notice of the following action by 
the House of Delegates. 

At the 1957 Annual Meeting of the American 
Medical Association, the House of Delegates 
adopted a recommendation by the Committee on 
Medical Rating of Physical Impairment and the 
Board of Trustees that each constituent medical 
association appoint a committee whose principal 
objectives and activities should be (1) the promo- 
tion of mutual understanding and effective rela- 
tionships between local administrative agencies 
and the medical profession, (2) the provision of 
technical advice and consultation regarding medi- 
cal aspects of local administration of Public Law 
880; and (3) the development of educational ma- 
terial for publication in state medical association 
journals and bulletins and distribution to individual 
physicians. 

It was also suggested that each constituent medi- 
cal association offer the services of such a “medical 
advisory committee” to regional representatives of 
the Bureau of Old-Age and Survivors Insurance 
and to state administrative agencies. (A list of state 
administrative agencies and their medical person- 
nel appears at the conclusion of this report.) The 
designation “medical advisory committee” has, un- 
fortunately, caused some confusion at the state 
level. Most state administrative agencies have at 
least one official “advisory committee” which is ap- 
pointed by the head of the agency and which may 
have physician members. The interests and activi- 
ties of such an official advisory committee to state 


Members of the Committee on Medical Rating of Physical Impair- 
ment are Raymond M. McKeown, Chairman, Coos Bay, Ore.; George 
F. Gsell, Wichita, Kan.; Henry H. Kessler, Newark, N. J.; Quentin W. 
Mack, Boise, Idaho; James R. McVay, Kansas City, Mo.; O. A. Sander, 
Milwaukee; and Mr. George W. Cooley, Secretary, and Mrs, Marjorie 
W. Grigsby, Research Associate, Chicago. 
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agencies are not necessarily those of a committee 
appointed by a constituent association. The former 
represents the state governmental agency; the lat- 
ter represents the practicing profession. 

It is, therefore, important for each constituent 
association to authorize a committee to actively 
implement the objectives outlined above. In con- 
nection with such a committee’s activities, the 
Committee on Medical Rating of Physical Impair- 
ment wishes to remind constituent associations that 
determinations of disability under this program are 
administrative decisions as to whether an applicant 
is or is not disabled, including the date of onset or 
cessation of disability. These determinations are 
solely the responsibility and function of the admin- 
istrative agency and are not an appropriate func- 
tion of individual physicians or a committee of a 
constituent association. The following report on 
consultative examinations, however, suggests the 
type of activity in which state medical association 
committees should engage. 


Consultative Examinations Under the OASI 
Disability Program 


The Committee on Medical Rating of Physical 
Impairment wishes to call the attention of con- 
stituent associations to the substantial increase in 
consultative examinations being purchased with 
federal funds by the state agencies administering 
the Old-Age and Survivors Insurance disability 
program. During the 15-month period following 
July 1, 1956, state agencies reported to the Bureau 
of Old-Age and Survivors Insurance that 26,958 
consultative examinations had been authorized at 
a total cost of $626,000. 

Between July 1 and Sept. 30, 1956, only 287 con- 
sultative examinations, involving 0.9% of the total 
cases disposed of during that period, were reported 
by state agencies. The average cost per examina- 
tion was $22.64. 

Between July 1 and Sept. 30, 1957, however, 
13,165 consultative examinations, involving 15.8% 
of the total cases disposed of during that period, 
were reported by state agencies. The average cost 
per examination was $22.60. 

It is the responsibility of a state agency to decide 
what medical evidence is needed and the best 
source of such evidence. However it should be 
noted that for every one consultative examination 
required in the third quarter of 1956, there were 49 
consultative examinations required in the same 
quarter one year later. This denotes a trend with 
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implications which deserve prompt study by con- 
stituent associations and full discussion with state 
medical consultants and review physicians. In do- 
ing so the following facts should be kept in mind. 

An applicant under the OASI disability program 
is required by law to obtain, at his own expense, 
sufficient medical evidence from which a determi- 
nation of his case can reasonably be made by the 
state agency review team composed of a physician 
and an individual qualified to assess the work his- 
tory, occupational capacity, and other important 
factors. This medical evidence must support the 
applicant’s claim as to both the onset of disability 
and his present condition. Individual medical ex- 
aminations, records, and other data the applicant 
needs to prove his disability may not be paid for 
from OASI funds. 

After the applicant has submitted sufficient med- 
ical evidence to show there is a reasonable likeli- 
hood that his impairment is severe enough to qual- 
ify him as disabicd, consultative examinations may 
be authorized and paid for from OASI funds if 
there is some question as to whether a sound de- 
cision can be made. 

The state agency medical consultant or review 
physician decides when a consultative examination 
is necessary, who is to make it, and the type and 
scope of the examination. A consultative examina- 
tion may vary from a simple laboratory test to a 
complete medical examination, including work 
evaluation and a complete diagnostic examination. 
Hospitalization for observation and tests, but not 
for treatment, may also be authorized. 

In selecting the physician to make the consulta- 
tive examination, the state medical consultant or 
review physician is expected to conform to the cus- 
tomary practice of the state agency or to follow the 
procedure he believes most suitable to local condi- 
tions and consistent with noninterference in the 
doctor-patient relationship. The medical policies 
and practices of the state agency depend on the 
relationship between the agency and the medical 
profession at the state level. The degree of partici- 
pation by the applicant's physician in selecting the 
consultant to whom his patient is referred depends 
upon the policy of the state agency. The state 
agency may adopt a policy that the physician mak- 
ing the consultative examination must be mutually 
acceptable to the applicant's physician and the 
medical personnel of the state agency. In at least 
one state, the medical personnel of the state 
agency do not designate the consulting physician 
but allow the applicant's physician to refer his 
patient to the physician’s usual consultant in the 
given type of case. 

Consultative examinations may be authorized for 
the following purposes: 

1. Verifying the medical proof of disability that 
the applicant has submitted personally or through 
his physician. It is obvious that a consultative ex- 
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amination may be necessary when the applicant is 
appealing from an original determination of his 
claim or in the occasional case where verification 
of the medical proof is necessary and can be ac- 
complished only through a consultative examina- 
tion. 

2. Providing additional medical details to con- 
firm the diagnosis or establish the severity of the 
applicant’s present condition, including measure- 
ment of his remaining functional capacities or the 
potential remediability of the condition. The ma- 
jority of consultative examinations appear to be 
authorized for this purpose. 

Presumably consultative examinations are au- 
thorized because they are necessary. How many of 
these consultative examinations for each of the 
above purposes are in fact necessary and the rea- 
sons therefore require careful study in each state 
by the constituent association committee concerned 
with this program. Some of the questions which 
may be useful in studying this problem are: 

1. An applicant is required by law to initiate and 
support his claim by obtaining, at his own expense, 
sufficient medical evidence from which a determi- 
nation of his claim can reasonably be made. Are 
consultative examinations being authorized when 
(a) He does not do so at his own expense? (b) He 
cannot do so at his own expense? 

2. If so, what factors contribute to this modifica- 
tion of legal requirements? Administrative prob- 
lems or practices? Lack of cooperation by the 
applicant’s physician? The applicant’s lack of co- 
operation or of financial resources necessary to 
obtain the data required? 

3. What proportion of consultative examinations 
are authorized because the applicant's physician 
does not report in sufficient detail on the history, 
symptomatology, clinical findings, and diagnosis so 
that another physician can establish the degree 
of severity of the applicant’s impairment from the 
data provided? 

4. In what type of cases and in what respects 
are the medical reports by the applicant's physician 
inadequate for determination purposes? 

5. What proportion of consultative examinations 
are authorized because the state medical consult- 
ant or review physician requires a wide range and 
variety of medical data in order to arrive at a de- 
cision in the case? 

6. What are the state medical consultant's or 
review physician's reasons for considering the med- 
ical evidence insufficient as submitted by the ap- 
plicant or his physician? 

7. What proportion of consultative examinations 
are authorized as the result of the Bureau of Old- 
Age and Survivors Insurance requesting the state 
agency to reconsider the case because (a) The Bu- 
reau does not agree with the state agency determi- 
nation? (b) The applicant is dissatisfied with the 
determination in his case? 
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8. The applicant's physician may be authorized 
by the state agency to develop, at government ex- 
pense, additional medical data needed to confirm 
the diagnosis or severity of the applicant’s condi- 
tion, i. e., serve as a consultative examiner. When 
the medical evidence is considered insufficient by 
the state agency physician, what efforts are made 
to enlist the services of the applicant’s physician in 
developing the additional medical data needed? 


STATE AGENCIES UNDER AGREEMENT TO MAKE 
DISABILITY DETERMINATIONS PURSUANT TO 
SECTION 221 OF THE SOCIAL SECURITY ACT 


Note: Where two agencies are shown the second agency 
prepares determinations on disabilities involving blindness. 
The physicians listed under each state agency are the 
state medical consultants and reviewing physicians partici- 
pating in OASI disability program as listed ‘by the Bureau 
of Old-Age and Survivors Insurance in November, 1957. 


Alabama 
Supervisor, Disability Determinations 
State Vocational Rehabilitation 
629 S. 18th St. 
Birmingham 4, Ala. 
Joun S. Wurreneap, M.D. 
WituiaM L. Haw M.D. 


Alaska 
Director, Office of Vocational Rehabilitation 
P. O. Box 2568 
Juneau, Alaska 
Harry W. Grisson, M.D. 


Arizona 
Division of Vocational Rehabilitation 
Disability Determination Unit 
1610 W. Adams #2 
Phoenix, Ariz. 
PacMerR Dysart, M.D. 


Arkansas 
OASI Disability Determination Unit 
115 National Old Line Insurance Building 
501 Woodlane Ave. 
Little Rock, Ark. 
SAMUEL V. RicHMoND, M.D. 


California 
Chief, Bureau of Vocational Rehabilitation 
721 Capitol Ave. 
Sacramento 14, Calif. 
Ricuarp A. Younc, M.D. 
J. R. FREELAND, M.D. 
B. H. GotpMan, M.D. 
A. R. Hicerins, M.D. 
BENJAMIN LEIBERMAN, M.D. 


Colorado 
State Supervisor of Vocational Rehabilitation 
State Board for Vocational Education 
Room 210, State Office Building 
Denver 2, Colo. 
JaMeEs M. Perkins, M.D. 


Connecticut 
Disability Determination Unit 
State Department of Education 
33 Garden St. 
Hartford, Conn, 
Puitie GoLpENBERG, M.D. 
Frank Coucn, M.D. 


Delaware 


Director, Rehabilitation Division 
11 Concord Ave. 
Wilmington 99, Dela. 


Executive Secretary 

Delaware Commission for the Blind 
305-307 W. 8th St. 

Wilmington 22, Dela. 

Martin B. PENNINGTON, M.D. 


District of Columbia 
Director, Department of Vocational Rehabilitation 


819 Ninth Street, N. W. 
Washington 4, D. C. 
Morris H. Rosenserc, M.D. 


Florida 


Director, Division of Vocational Rehabilitation 
105 Knott Building 

Tallahassee, Fla. 

F. B. Taicpen, M.D. 


Three district medical consultants 


Georgia 


State Supervisor 

Disability Determination Unit 
Division of Vocational Rehabilitation 
129 State Office Building 

Atlanta 3, Ga. 

Peter J. Curing, M.D. 

Henry S. JENNiNGS, M.D. 

O. F. Keen, M.D. 

Juuian K. Quatr_esaum, M.D. 


Hawaii 


Director, Office of Vocational Rehabilitation 
P. O. Box 2360 

Honolulu 4, Hawaii 

P. Druecker, M.D. 


Idaho 


Supervisor, Disability Determinations 
211 Yates Building 

Boise, Idaho 

H. L. Newcomse, M.D 


Illinois 


Federal Disability Program 

Division of Vocational Rehabilitation 
Ridgely Building, 12th Floor 
Springfield, Ill. 

Harry E, Grant, M.D. 

Douctas M. Gover, M.D. 

H. Cuestnut, M.D. 

GeorceE C. Sutton, M.D. 

Loren QO. Horz, M.D. 

Paut E. Jr., M.D. 


Indiana 


Director, Division of Vocational Rehabilitation 
llth Floor, State House Office Building Annex 
145 W. Washington St. 

Indianapolis 4, Ind. 

E. B. Haccarp, M.D. 

Byron Kitcore, M.D. 


Iowa 


Director, Division of Vocational Rehabilitation 
415 Bankers Trust Building 

Sixth and Locust 

Des Moines 9, Iowa 

H. E. Wicuern, M.D. 
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Kansas 
Director, Vocational Rehabilitation Services 
11th Floor, State Office Building 
Topeka, Kan. 

Dwicut Lawson, M.D. 
Donan R. Prerce, M.D. 


Kentucky 
Head, Bureau of Rehabilitation Services 
Department of Education 
State Office Building 
Frankfort, Ky. 
James T. Ramsey, M.D. 
J. B. Cray, M.D. 


Louisiana 
Director, Division of Vocational Rehabilitation 
345 Lofaso St. 
Baton Rouge, La. 
James E. M.D. 


Maine 
Vocational Rehabilitation Division 
Disability Determination Unit 
County Building, State St. 
Augusta, Maine 
Witson Mcwerny, M.D. 


Maryland 
Division of Vocational Rehabilitation 
10 E. Fayette St. 
Baltimore 2, Md. 
Sipney J. VENABLE, M.D. 
Jack Strawn, M.D. 


Massachusetts 
Disability Adjudication Unit 
739 Boylston St. 
Boston, Mass. 
Davin D. ScANNELL, M.D. 
Joun D. M.D. 


Michigan 
OASI Disability Determination Section 
Office of Vocational Rehabilitation 
Box 686 
Lansing 3, Mich. 
Rocer J. Hanna, M.D. 
Wa tter E. Mercer, M.D. 


Minnesota 
Director, Division of Vocational Rehabilitation 
517 Commerce Building 
St. Paul 1, Minn. 
VALENTINE O’Mattey, M.D. 
ALLEN RusTERHOLTz, M.D. 


Mississippi 
Supervisor, Disability Determinations 
Division of Vocational Rehabilitation 
P. O. Box 1698 
Jackson, Miss. 
Georce GILcespige, M.D. 


Missouri 
Director, Division of Vocational Rehabilitation 
7th Floor, Jefferson Building 
Jefferson City, Mo. 

Loyp, M.D. 

Joun W. Casuman, M.D. 
James Fow er, M.D. 
Durwarp Hatt, M.D. 

L. V. Mutuican, M.D. 
Ricuarp Dangs, M.D. 
GALLBREATH, M.D. 
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Montana 


State Director, Bureau of Vocational Rehabilitation 


508 Power Block 
Helena, Mont. 
S. A. Cooney, M.D. 


Nebraska 
State Supervisor, Disability Determinations 
406 Sharp Building 
Lincoln 8, Neb. 
Roy B. Apams, M.D. 


Nevada 
State Director 
OASI Section, Vocational Rehabilitation 
Room 103, Capitol Annex 
Carson City, Nev. 
RicHarp A. Perry, M.D. 


New Hampshire 
Director, Vocational Rehabilitation Division 
State Board of Educetion 
State House Annex 
Concord, N. H. 
Rosert C. Rainie, M.D. 


New Jersey 
Supervisor, OASI Section 
Department of Labor and Industry 
Rehabilitation Commission 
309 Washington St. 
Newark 2, N. J. 
L. A. Bropkin, M.D. 
L. Harris, M.D. 
L. S. Hinckuey, M.D. 
A. Mancusi Uncaro, M.D. 


New Mexico 


State Director, Division of Vocational Rehabilitation 


Room 36, Sena Plaza 
P. O. Box 881 

Santa Fe, N. M. 

J. E. Harris, M.D. 


New York 
Director, Bureau of Disability Determinations 
143 Liberty St. 
New York 6, N. Y. 
Joseru J. Ourva, M.D. 


Medical Consultation is supplied equivalent to 10 full- 
time positions from a panel of physicians numbering 


approximately 20. 


North Carolina 
Commissioner, State Board of Public Welfare 
Education Building 
Raleigh, N. C. 
Louis F. Kermon, M.D. 
W. NeLson THompson, M.D. 


North Dakota 


State Director, Division of Vocational Rehabilitation 


Box BB, University Station 
Grand Forks, N. D. 
GraHaM, M.D. 


Ohio 
Director, Bureau of Vocational Rehabilitation 
320-24 East Spring 
Columbus 15, Ohio 

Beryt Oser, M.D. 

MICHAEL ANTHONY, M.D. 


Oklahoma 
Director, Department of Public Welfare 
P. O. Box 3161 
State Capitol Station 
Oklahoma City 5, Okla. 

W. J. Craic, M.D. 
C. W. Rosinson, M.D. 


Oregon 
Director, Division of Vocational Rehabilitation 
509 State Office Building 
Salem, Ore. 
James H. Srewant, M.D. 


Pennsylvania 
Chief, Division of Disability Determinations 
Labor and Industry Building 
Seventh and Forster Streets 
Harrisburg, Pa. 


Director, State Council for the Blind 
State Health and Welfare Building 
Seventh and Forster Streets 
Harrisburg, Pa. 

Joun A. Frrrcney, M.D. 

Tuomas J. Frivcuey, M.D. 

Rusy LeHMan, M.D. 

J. Sour Hamman, M.D. 

Rosert M.D. 

Micuaev J. Hricxo, M.D. 
R. Poik, M.D. 
RicHarp R. Frrzceracp, M.D. 
Ouiver E. Matras, M.D. 
BENJAMIN Hacporn, M.D. 
A. Srmon, M.D. 
Sunseri, M.D. 

J. Ginsspurc, M.D. 

Fevix E. Giauser, M.D. 
RicHarp F. Turner, M.D. 

James OnpverKA, M.D. 

Maurice Roucrarr, M.D. 
Maurice J. Recan, M.D. 

JoserH J. MutLen, M.D. (State Council for the Blind) 


Puerto Rico 
Director, Vocational Rehabilitation Division 
Edificio Zequeria 
Stop 35% (Box 757) 
Hato Rey, Puerto Rico 
F. Ropricuez Forreza, M.D. 


Rhode Island 
State Supervisor, Division of Vocational Rehabilitation 
Department of Education 
205 Benefit St. 
Providence 3, R. I. 
James P. Derry, M.D. 


South Carolina 
OASI State Office 
Division of Vocational Rehabilitation 
Cornell Arms Building 
Columbia 1, S. C. 


State Director, $. C. Department of Public Welfare 
P. O. Box 1108 

Columbia, S. C. 

( Disabilities involving blindness ) 

J. GranaM Suaw, M.D. (VR) 

J. R. Younc, M.D. (Division for the Blind) 


South Dakota 
Assistant Director 

Division of Vocational Rehabilitation 

Pierre, S. D. 

I. R. M.D. 
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Tennessee 


Supervisor, Old-Age and Survivors Insurance Unit 
Division of Vocational Rehabilitation 

1717 West End, Room 612 

Nashville, Tenn. 

James C. Garpner, M.D. 

Lanier Wyatt, M.D. 

SAMUEL BLACKWELL, M.D. 

Rospert NewMan, M.D. 

E. J. Sprora, M.D. 


Texas 


Supervisor, Disability Determinations 
104 Land Office Building 

Austin 14, Texas 

Davin Wane, M.D. 

ManieE TIspaAce, M.D. 


Utah 


Director, Division of Vocational Rehabilitation 
400 Atlas P ‘Iding 

36 West Second S. 

Salt Lake City 1, Utah 

B. M. Snow, M.D. 


Vermont 


Director, Vocational Rehabilitation Division 
Department of Education 

16 Langdon St. 

Montpelier, Vt. 

Porter H. Dace, M.D. 


Virginia 


Director, Vocational Rehabilitation Service 
Richmond 16, Va. 

JANE Pace, M.D. 

CLAIRBORNE IrBy, M.D. 


Washington 


Director 

State Department of Public Assistance 
P. O. Box 1162 

Olympia, Wash. 

C. W. Reape, M.D. 


West Virginia 


State Director, Vocational Rehabilitation Division 
State Capitol Building 

Room 673 

Charleston, W. Va. 

NESTMANN, M.D. 

Jean CAvENDER, M.D. 


Wisconsin 


Rehabilitation Division 

State Board of Vocational and Adult Education 
14 N. Carroll St. 

Madison 3, Wis. 


Director, Division of Public Assistance 
State Department of Public Welfare 
311 State St. 

Madison 3, Wis. 

( Disabilities involving blindness ) 

C. A. DoEHLErT, M.D. 

P. Crow.ey, M.D. 

E. Scuuttz, M.D. 


Wyoming 


State Director, Division of Civilian Vocational 
Rehabilitation 

123 Capitol Building 

Cheyenne, Wyo. 

R. J. M.D. 


J.A.M.A., March 1, 1958 
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Extension Specialist in Nutrition, Agricultural Ex- 


NATIONAL CONFERENCE ON 


RURAL HEALTH tension Service, Purdue University, Lafayette, Ind. 
4-H Girl—Miss HELEN GayYLeE TuRRENTINE 
The Council on Rural Health of the American Davidson County, Tenn. 


4-H Boy—Ropney HENDERSON 


Medical Association will hold its 13th National grag gy 3 
ledical Association | hold its 13th ationa Mississippi State College, State College, Miss. 


Conference on Rural Health, March 6-8, at Hotel ae ; 

Heidelberg, Jackson, Miss. The sessions will be 3:40 Family V isit to the Dentist 

attended by physicians, nurses, representatives of Hattiesburg, Miss. 

farm organizations, and governmental agencies. The Family from Hinds County, Mississippi 

program follows: 


THURSDAY EVENING 
W. J. Weese, M.D., Presiding 


THURSDAY MORNING, MARCH 6 


Car. S. Munpy, M.D., Presiding 8:15 A Visit to Your Physician 
Wyatr Norve M.D. 
8:00 Registration New Castle, Ky. 
J 9:45 OPENING SERVICE Mrs. ANN CoRLEY 


Nurse, Jackson, Miss. 
ALMA McMAsTERS 


Community Singing 
INGRID TIERESE 


Associate State 4-H Club Leader, State College, Technician, Jackson, Miss. 
Mississippi 
FRIDAY MORNING, MARCH 7 
10:00 Invocation Norman H. Garpner, M.D., Presiding 
Dr. W. Hupcins 
Pastor First Baptist Church, Jackson, Miss. 9:00 COMMUNITY SINGING 
GREETINGS 
THE Honorasce J. P. COLEMAN 
Governor of the State of Mississippi, Jackson, Miss. Oecesle, Ark. 
THe HONORABLE ALLEN C, THOMPSON W. L. Wison. M.D. 
Mayor of the City of Jackson, Jackson, Miss. Director, Division of Occupational Health, Texas 
GEORGE M. Fister, M.D. oS ; State Department of Health, Austin, Texas 
Liaison Member, Board of Trustees, American Medi- Hose A Marrecwe. M.D. 
cal Association, Ogden, Utah Canton, N. C. ' 
Howarp A. Necson, M. D. Scr. CHARLES ALLENDUFF 
President Mississippi State Medica] Association, Director, Crash Injury Research, Indiana State 
Greenwood, Miss. Police, Indianapolis 
Cuarces R. Henry, M.D. Maynarp CoE 
Regional Director Council on Rural Health, Little Director, Farm Division, National Safety Council, 
Rock, Ark. Chicago 
10:50 As the World Turns 11:00 What the Patient Expects of the Doctor—What the 
oh S. CROCKETT, M.D. Doctor Expects of the Patient 
Chairman, Council on Rural Health, American Mes. 
Medical Association, Lafayette, Ind. Witenes Ack 
11:10 A New Look at Our Changing Rural Society Mrs. HoMer GREENE 
A. F. Wiceven, Ph.D. Tutwiler, Miss. 
Professor of Rural Sociology, University of Wiscon- Paut Nickerson, M.D. 
sin, Madison, Wis. Sylacauga, Ala. 
J. P. Scumupr, Ph.D. Claskeville, Ga. 
Extension Professor, Agricultural Extension Service, FRIDAY AFTERNOON 
Ohio State University, Columbus, Ohio Frep A. Humpnney, M.D., Presiding 


THURSDAY AFTERNOON 1:30 COMMUNITY SINGING 


Cuarves R. Henry, M.D., Presiding 1:35 Changing Patterns Affecting the Cost of Health 
. 2:00 COMMUNITY SINGING Services 
2:05 Some Nutritional Target Areas as the World Turns President, Tennessee Farm Bureau Federation, 


Columbia, Tenn. 

Amos N. Jounson, M.D. 

Garland, N. C. 

Joun F. 

Director Employee Communications and Public 
Relations, Eli Lilly and Company, Indianapolis 
O. W. BEELER 

Rural Enrollment Counselor, Blue Cross—Blue 
Shield, Chicago 

Howarp BROWER 

Assistant Secretary, Council on Medical Service, 


Presentation 
e H. H. Ape 
Director, Market Development, American Farm 
Bureau Federation, Chicago 
Ruts M. Leverton, Ph.D. 
Assistant Chief, Human Nutrition Research Board, 
Agricultural Research Service, U. S. Department 
of Agriculture, Washington, D. C. 
Dick K. Cason, M.D. 
Hillsboro, Texas 
Janet L. CAMERON 


Food and Nutrition Specialist, Agricultural Ex- American Medical Association, Chicago 
tension Service, Virginia Polytechnic Institute, 4:10 Physician Distribution: The Dynamic Dilemma 
Blacksburg, Va. GerorcE E. Twente, M.D. 


G, Eaps Jackson, Miss. 
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FRIDAY EVENING 
F. S. Crockett, M.D., Presiding 


7:00 BANQUET 
Invocation 
Most REVEREND JosepH B. Brunini, D.D. 
Auxiliary Bishop of Natchez, Jackson, Miss. 
INTRODUCTION OF SPECIAL GUESTS 
Greetings 
Mrs. Paut C. Craic 
President, Woman’s Auxiliary, American Medical 
Association, Wyomissing, Penn. 
Ropert RAKEL 
President, Student American Medical Association, 
University of Cincinnati, Cincinnati 
MUSICAL INTERLUDE 
Medicine’s Prestige 
Howarp A. M.D. 
President, Mississippi State Medical Association, 
Greenwood, Miss. 
Patient-Physician Cooperation in Rural Health 
F. J. L. BuasincaMeE, M.D. 
General Manager, American Medical Association, 
Chicago 


SATURDAY MORNING, MARCH 8 
W. Wyan Wasusurn, M.D., Presiding 


9:00 COMMUNITY SINGING 


9:05 We Work for Health 
Mrs. JoHN Rice 
President, Illinois Health Improvement Association, 
Sheldon, Ill. 
9:30 Something Old: Something New 
Mrs. Frances H. MAcpona.p, R.N. 
Director, Visiting Nurses Association, Oklahoma 
City, Okla. 
10:00 The Fourth “H” 
Paut M. Bancrort, M.D. 
Lincoln, Neb. 


10:35 There’s a Right Way 
Method Demonstration Team 
FreppiE LEwis 
Ray Jr. 
Hinds County, Miss. 


11:00 Preceptorship Program in Ohio 
Ropert E. Remevp, M.D. 
Orrville, Ohio 


11:30 It’s Your Move 
Mars. CHARLES W. SEWELL 
Member-at-Large, Advisory Committee, Council on 
Rural Health, Otterbein, Ind. 


PLAN SAN ANTONIO MEDICAL SCHOOL 


The Council on Medical Education and Hospitals 
has accepted with “recommendatory action” a sur- 
vey report which notes that “San Antonio offers a 
favorable milieu for the location of a medical 
school.” 

A summary of last October’s survey, conducted 
at the request of the Texas Commission on Higher 
Education, was presented to the A. M. A. Council at 
a recent meeting in Philadelphia. The survey team 
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of Drs. Joseph C. Hinsey, J. Murray Kinsman (both 
representing the Association of American Medical 
Colleges ), W. Clarke Wescoe, and James M. Faulk- 
ner (representing the Council] on Medical Edu- 
cation and Hospitals) reported: “It is significant 
that the local medical profession, both individually 
and collectively, have been working energetically 
for the establishment of a medical school in San 
Antonio. The team was impressed by the high cali- 
ber of the profession in San Antonio and feels that 
it could play an indispensable role in a clinical 
teaching program.” 

Title to 160 acres of land on the outskirts of the 
city already has been acquired by leading citizens 
organized as the San Antonio Medical Foundation— 
with the view of establishing a new medical school 
there. Such a school would also benefit by an offer 
of the Bexar County Medical Society to make its 
excellent library available for student and faculty 
use. Potential for clinical teaching exists in three 
general hospitals, a tuberculosis and a mental hos- 
pital operated by the state, and in plans for a Meth- 
odist hospital adjacent to the proposed medical 
school site. 

Nearby medically related facilities include the 
Southwest Foundation for Research and Education, 
the Air Force School of Aviation Medicine, Lack- 
land Air Force Base Hospital, the Army Medical 
Service School, and Brooke Army Hospital and its 
surgical research unit. 

The survey team stated that final decision for a 
medical school in San Antonio “will necessarily be 
determined” by citizen needs in Texas and by abil- 
ity to provide sufficient funds for support. Further 
discussion of the survey was scheduled before the 
Council at its meeting in Chicago. At its meeting 
in Philadelphia last December, the Council also: 

—Assigned to its Committee on Preparation for 
General Practice the task of considering a plan to 
establish a special board of family physicians. 

—Named Drs. Faulkner, Warde B. Allan, and 
Harlan English to a joint committee with represent- 
atives of the AAMC—with the mission of blueprint- 
ing medical education’s role in time of national 
emergency. They are to initiate a broad plan of how 
best to prepare for such “castastrophe” eventuali- 
ties as student selection and military deferment, 
medical school relocation, program acceleration 
possibilities, internship and residency training, and 
faculty problems. The joint committee already has 
established liaison with the A. M. A. Council on Na- 
tional Defense. 

—Voted to confer with the AAMC on the pros- 
pect of developing a statement on the functions and 
structure of two-year medical science programs, 
along the lines of an already-developed “Functions 
and Structure of a Modern Medical School.” 
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BUREAU OF MEDICAL ECONOMIC RESEARCH 


THE “YOUNGING” 


OF ELECTORATES 


Frank G. Dickinson, Ph.D. 


As the bumper crop of babies born since World 
War II matures into 21-year-old voters, the elec- 
torates of Western nations will start “vounging.” 
The proportion of older voters, which has risen 
rapidly in the 20th century, will reach a peak and 
then decline. The terrific pressure on political lead- 
ers to provide security for the rising tide of oldsters 
—and, perhaps, to advance other welfare state pro- 
grams—will wane. The accent will again be on 
youth, as one of the great forces which produced 
the trend toward the welfare state goes into reverse 
gear. 

Consider voters 50 years of age and over as the 
older voters and those below age 50 as the younger 
voters. How soon will the percentage of older voters 
start to decline in some of the leading Western na- 
tions? The table shows the peak year and the shift 
in the number of older voters. per 100 voters since 
about 1910 for five selected countries. 

Australia will lead the parade of nations into the 
era of the younging electorate starting in 1961. New 
Zealand will be a close second. Strangely, France 
will have third position in this parade with a very 
high, flat peak of 45% in 1965. The proportion of 
older voters in the United States will not hit its 
peak of 40% until 1970, but the decline thereafter 
will be quite rapid. If we do not look beyond 1978, 
the turning point (of at least 47% ) for Great Britain 
is not in sight. 


Four Months Down Under 


I spent the first four months of 1957 in Australia 
and New Zealand, primarily because they will be 
the first nations to end this era of the aging elector- 
ate. There were other reasons. Unlike federal elec- 
tions in the United States, 90 to 95% of those who 
can vote, do vote. Hence the age distribution of 
those who actually vote in these two countries is 
almost the same as the known age distribution of 
those who are eligible to vote. The proportion of 
younger voters and older voters who stay at home 
on election day is insignificant. On the other hand, 
the trend toward the welfare state began earlier in 
these two countries than in the United States. The 
applicability of observations regarding them to the 
United States must, of course, be approached with 
great caution. This is especially true of New Zea- 


Director, Bureau of Medical Economic Research. 


land, where many of the 2% million inhabitants take 
pride in thinking of their country as the foremost 
laboratory for social experimentation. 

Another reason for spending four months “down 
under” was to find the answers to a puzzling ques- 
tion. What social, economic, and political changes 
resulted from an increasing proportion of older 
adults? In the case of Australia how extensive was 
the impact of the shift of 15 votes a 100 in a half- 
century from the younger to the older group? The 
economists I interviewed were not as helpful as I 
had expected; the professors of history and political 
science provided perspective. But I got my real help 
from the clergy and the outstanding political leaders 
of both New Zealand and Australia. 

The clergy must look at the whole of life—birth, 
marriage, and death. The passing of time is more 
meaningful to them because they deal with the old 


Peak Year and Peak Percentage of Older Voters and Shift 
per 100 Voters Since 1910 for Five Selected Countries 
Peak of Increase per 100 
Peak Year Older Voters Voters Since 1910 
Australia 1961 to 39.5 15 


France 1965 


United States 1970 Ww 15* 
Great Britain after and 
1978 still rising 
*Since women did pot obtain the franchise in the United States 
France, and Great Britain il after 1910, they are excluded from the 
percentage of older voters for that year. Except Australia, the 
above percentag refer to the proportion of older adults—approxi 
mately the same as the proportion of older voters 


and the young. I asked the priests, the bishops, and 
the archbishops of the Anglican and Catholic 
churches in Australia what changes in the work of 
the clergy had resulted from the fact that the older 
half of the people who died in 1900 had lived at 
least 34 years, whereas the older half of the people 
who died in 1956 had lived at least 68 years. First, 
they were shocked by my question and asked proof 
for the statement, which I had verified at the Bu- 
reau of the Census in Canberra. Australia was in the 
forefront of nations which early in this century en- 
joyed reduced maternal and infant mortality. The 
entire health record of the people of Australia (and 
New Zealand), who sprang largely from hardy 
Britishers with the yen to migrate, has been out- 
standing. They were justifiably proud of that fine 
health record. We talked of the declines in the death 
rates from contagious diseases and other younger 
causes of death. Having established the basic fact, 
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the interviews developed many indications of the 
powerful forces set in motion in Australia during 
the past half-century by the aging of the popula- 
tion, or, if you will, by the privilege of dying old 
instead of dying young. Indeed, these thoughtful 
clergymen agreed that the privilege of dying old 
was the genius of the 20th century and likely to be- 
come its unique contribution to the long history 
of mankind. 


The Rhythm of Life 


One Anglican bishop, who had been a boy of 16 
in the Australian bush in 1900, claimed that he 
could still wield an axe with great accuracy for a 
few minutes. He spoke of the tragedy of dying 
young in the back country from accident or disease 
at the turn of the century. 


So the younger half of those who died in Australia in 
1900 had lived 34 years or less. I can remember funerals 
for many young men and for young mothers who died in 
childbirth. The community felt the tragedy deeply and 
resented this interruption in the rhythmic course of life. 
Sometimes there was a definite feeling of rebellion against 
Providence for allowing such things to happen, and so 
often. My feeling is that as the years have gone on in Aus- 
tralia and the typical age at death has become so much 
greater, death is now regarded as a more normal part of 
the procedures of life. It fits into the scheme of nature— 
spring, summer, autumn, and winter. While there is inevi- 
table grief, that grief is not long sustained and it is not 
felt disloyal to the deceased if it is not sustained. Nowadays 
death falls into its natural place in the economy of life and 
nature. 

Yes, Dr. Dickinson, dying old instead of dying young 
has produced an acceptance of death instead of a rebellion 
against it. And, as an old woodsman, I observe that the 
agony of dying has been greatly reduced by drugs and one 
hears today many fewer stories of the grim agonies of those 
on the death bed. Clergymen conducting a funeral for a 
man aged 68, and at other times, stress that religion is now 
more concerned with living, whereas in my youth religion 
was more concerned with dying. So were the hymns we 
sang. From the minds of youth in Australia the fear of 
dying young has largely disappeared except for an early 
death from violence. In Australia, concern with the pros- 
pects of living too long has largely taken the place of the 
pre-World War I fear of dying young. 


A Catholic archbishop stressed another aspect of 
dying old. 

Some persons are more aware of death. Good practicing 
Catholics who say a number of Hail Mary’s each day 
(‘now and at the hour of our death’) should be more aware 
than others of the rising average age at death. In general, 
I think that the deeper appreciation of death has decreased 
in the past several decades. Moreover, the aging of the 
electorate has contributed to the development of the wel- 
fare state which is somewhat more advanced in Australia 
than in other British countries, except New Zealand. I have 
noticed over the years that the strongest advocates of the 
welfare state, particularly those seeking higher pensions, 
were older persons. 


A young Presbyterian clergyman stressed another 
angle. 


Young people today do think less frequently about death 
except during wartimes. As a result they think they can 
postpone thinking seriously about religion for another 10 or 
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15 years. As the fear of imminent death from disease is 
reduced, the need to make religious decisions one way or 
the other is lessened. The privilege of dying old encourages 
procrastination about religious convictions. I was ordained 
only 10 years ago. So I have not witnessed this shift in the 
median age at death from age 34 to age 68 since 1900. I 
am glad that I live in an era when death typically comes 
so late in life and seems more natural. Preaching a funeral 
service for a young person today is a very depressing ex- 
perience for me. A funeral sermon for an older person, say 
one aged 68 or over, involves far less emotional strain for 
me and for the relatives, neighbors, and friends. 


Two Other Causes 


The historical reductions in mortality at the 
younger ages, dying old, or longer life is not the 
sole explanation of the aging of the electorate in 
Australia or any other country. The two additional 
factors are (1) great fluctuations in the annual 
birth rate (and in the number of births) and (2) 
immigration or emigration. The 21st year after a 
year of relatively few births becomes a year in 
which the number of persons attaining voting age 
is reduced accordingly; likewise, 21 years after a 
large number of births the number of new voters 
will be great. Because of the low birth rate in Aus- 
tralia during the depression of the 1930's, the num- 
ber of new native voters attaining age 21 in the 
late 1950’s has been relatively small. For example, 
the number of new 21-year-old voters in 1955 de- 
rived from the babies born in Australia during 1934 
was below normal. So some of the shift from 
younger voters to older voters during the 1950's 
was due to the fewness of births during the 1930's 
and not to longer life. 

Under the new immigration policy sponsored by 
the Rt. Hon. Arthur A. Calwell of the Labor party 
soon after World War II, Australia has been re- 
ceiving a large number of young immigrants. These 
young Europeans have, so to speak, taken the places 
of the babies not born in Australia between the two 
world wars and have smoothed out the age distri- 
bution of the population. About 42,000 of 100,000 
new Australians each year are 20 to 34 years of age 
as compared with only 23% of the Australian-born 
population. Admitting 100,000 immigrants each year 
into a country with fewer than 10 million inhabit- 
ants is comparable to the Melting Pot period in the 
United States of a half-century ago. Then, as now, 
the people who pull up stakes and leave their coun- 
try are mostly young workers and are, on the whole, 
probably somewhat more vigorous than the popula- 
tion which they left. 

Without this new immigration policy Australia 
would not be the first nation to turn the political- 
demographic corner. As a matter of fact, the pro- 
portion of adults aged 50 and over in Australia 
will not hit its peak of 37.1% until 1966 as contrasted 
with the peak of 39 or 39.5% of older voters in 1961. 
The reasons for this lag of five years are the re- 
quirement of five years’ residence for new Aus- 
tralians of non-British origin and, secondly, their 
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tardiness in becoming citizens as soon as possible. 
In particular, the large number of new Australians 
from Italy, Poland, and the Netherlands must wait 
five years to be naturalized and many of them who 
arrived seven or eight years ago are still not citizens 
of Australia. Those of British origin can vote six 
months after arrival. This naturalization require- 
ment was not important during the period of low 
immigration prior to World War II, when more 
than 90% of the immigrants came from Great Britain 
and the Commonwealth countries. In the post- 
World War II immigration, the level has been much 
higher than pre-war, but the proportion of British 
origin has dropped below 50%. 


Three Unequal Factors 


Even a cursory analysis of the relative importance 
of each of these three factors on the age distribu- 
tion of adults in each of the five countries is far 
beyond the scope of this article. The older voters 
were born at least half a century ago; hence any 
attempt to assay the influence of fluctuations in the 
annual number of births would require a review of 
annual births from about 1880 onward. For ex- 
ample, the birth rate was not high in France at the 
turn of the century. But all five countries experi- 
enced declines in the birth rate during the 1930's. 
On the other hand, the influence of reducing mor- 
tality is somewhat less diverse than the fluctuations 
in births among the five countries; New Zealand 
and Australia, however, led in reducing mortality. 

No generalizations can be made about the third 
factor, migration, as it has varied so much among 
the five countries during this century. It has been a 
major factor since World War II in Australia. The 
migration to New Zealand of British subjects has 
exerted a small but rather steady influence there. 
In 1921-1923 the United States suddenly shut off 
the immigration spigot which had tended to keep 
the adult population young Those who came to the 
United States as young workers before 1921 are 
now a third of a century older and they are not 
being counterbalanced by a large number of young 
immigrants today. The end of the period of the 
aging of the adult population of the United States 
would come before 1970 if the United States had 
adopted a post-World War II immigration policy 
similar to that of Australia. 

Although Great Britain has received a consider- 
able number of immigrants during the past decade, 
the large number of young people who have left to 
take up homes in Australia and Canada has aged 
the British electorate. 

Since our data deal only with adults, the ef- 
fect of steadily iowering the mortality among in- 
fants and children produces only a secondary effect, 
a later increase in the number of adults per 1,000 
babies. In the case of France, the annual number 
of births since 1900 has been so low that the age 
distribution of adults had begun to approach some 
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kind of a normal pattern prior to the rise of the 
birth rate after World War II. Indeed, the mortality 
gains at the younger ages during this century in the 
Western nations has almost run its course. The new 
lower mortality pattern among persons under 40 or 
50 years of age will be subject to only modest im- 
provements in the coming decades. A glorious era 
in mortality is ending. The problem now is to main- 
tain and slightly increase the gains at the younger 
ages and to reduce the mortality at ages 50 and 
over from cancer and heart diseases. | hope some 
day to measure these three forces separately, al- 
though it would involve a rather detailed demo- 
graphic history of each of the five countries. 


Population Projections 


How can one speak with any degree of con- 
fidence about the age distribution of adults or 
voters in 1960 or 1970? In fixing the turning points 
which mark the end of the period of the aging of 
the adult population or voters and the beginning of 
the new period of the younging of the adult popu- 
lation or voters, | have used published and un- 
published population projections prepared by an 
agency of each of the five governments. These data 
can be used with some degree of confidence if one 
stops at 1978. No speculation about future birth 
rates is involved. All of the children who will attain 
age 21 by 1978 are already born; they have been 
counted. The number of children who will die 
before attaining age 21 can be rather safely pre- 
dicted on the basis of mortality experience. Ad- 
mittedly a substantial decrease in cancer and heart 
disease mortality among older voters could post- 
pone the turning points a few years in each country. 

The only other forecast deals with the number 
who will continue to reside in the country of their 
birth and the remainder who will migrate to an- 
other country. In these official population forecasts 
it was necessary for me to make some choice of 
estimates of the annual number of immigrants and 
emigrants to be expected in each year between now 
and 1978. Only for Australia was my selection very 
important; I chose to use the population projections 
based upon the assumption of 100,000 immigrants 
a year. Even if this number should be reduced sub- 
stantially between now and 1965, the onrush toward 
voting age of the large number of young children 
born since World War II would probably be suffi- 
cient to maintain 1961 as the turning point; the de- 
cline in the proportion of older voters thereafter 
would be less rapid. The proportion of new Aus- 
tralians aged 21 and over who could be expected 
to be naturalized citizens in each future year did 
involve some speculation on my part. Some of the 
differences between the predicted age distribution 
of adults and of voters may, in retrospect, prove to 
be in error. Five years from now these projections 
of the age distribution of adults can be extended 
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to 1983 without speculating about the number of 
births in each of the next five years. To do so now 
seems too hazardous. 


Looking Backward 


The increase in the number of older voters per 
100 voters between 1910 and the peak years will be 
15 in Australia, 15 in New Zealand, 15 in the United 
States, 10 in France, and at least 20 in Great Britain. 
To what extent has this shift from younger voters 
to older voters in each country been responsible 
for the trend toward the welfare state in the inter- 
vening decades? I put this question to a dozen 
leaders of public opinion in New Zealand and three- 
score leaders in Australia during the first four 
months of last year. I recorded more than 75,000 
words of these interviews. This poll was not of the 
man-on-the-street type, nor was it of a scientifically 
selected sample of all the people of the two coun- 
tries. It was a poll of mature leaders; only two of 
them were under 35 years of age. I agreed not to 
quote them directly without their consent, but a 
summary of their interpretations of the role of the 
aging of their electorates on the political, economic, 
and social history of their countries since 1910 is 
very illuminating. 


A Shift of Fifteen Votes 


The first response of experienced political leaders 
to my questions regarding the role played by this 


shift since 1910 of 15 votes a 100 from the younger 
to the older group was usually another question: 
“Don’t you mean, Dr. Dickinson, a shift of five votes 
or two votes a 100 instead of 15? In a close elec- 
tion campaign a shift of one vote per 100 can be 
decisive. A veteran of many political campaigns 
can hardly comprehend a shift of 15 votes.” But 
when they realized this shift had taken place slowly 
during a half-century, they could place the ques- 
tion in true perspective. 

One out of 10 political leaders interviewed stated 
flatly that such a slow-moving force was obviously 
extremely weak and that it was difficult to assign 
to it any political events of recent decades. The 
other nine agreed that it was one of the most power- 
ful influences in New Zealand and Australian poli- 
tics during the half-century. I found that most of 
them were not familiar with the statistics but were 
keenly aware of the shift. They count the political 
pulse by their mail and by observing the ever-in- 
creasing proportion of older faces in their campaign 
audiences. 

A one-question response to my query was very 
incisive, and even more significant because it was 
voiced by the Rt. Hon. Robert G. Menzies, who 
has been Prime Minister of Australia longer than 
any of his predecessors. I asked him if he would 
care to comment on the opinion other political 
leaders had given me that the aging of the elector- 
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ate had greatly influenced legislation during the 
past few decades. He replied, “Isn't that what we 
mean by democracy?” 

A large increase in any group of voters in a 
democracy is likely to be manifested in legislation 
reflecting the interests and aspirations of that group. 
Several political leaders pointed to the acceptance 
by the Liberal (conservative) party, when it came 
to power in 1949, of the old-age pension program 
developed earlier by the Labor party. A professor 
of political science noted that the Liberal party had 
never decreased pension benefits but the Labor 
party, in a less favorable economic period, had re- 
duced them. He also suggested that the acquies- 
cence of the Menzies government in the old-age 
pension program had its counterpart in the United 
States in 1954 when President Eisenhower per- 
suaded the Congress to increase greatly the monthly 
amount of old-age pension benefits through amend- 
ments to the Social Security Act which had been 
inaugurated 19 years earlier by the Democratic 
party. 

Several political leaders suggested that I inter- 
view a certain man who had served many years as 
an employe of the Federal Parliament. They told 
me that this man would give me the “low-down” 
on the real motives of the members of Parliament 
in supporting or opposing important pieces of legis- 
lation during his period of service. After describing 
some of the personal traits of a considerable num- 
ber of the great and near great leaders of Parlia- 
ment during the past quarter-century he said: 

I suppose that political leaders in my country have much 
in common with those in your country. They want to be 
re-elected. They put their best foot forward and in public 
statements give only the best reasons for supporting or op- 
posing certain legislation. In that sense, they are like sales- 
men or advertising men. 

I have listened to them in the cloakrooms of Parliament 
and drunk thousands of cups of tea with them. The rea- 
sons given in private for their support or opposition to 
certain bills were often very different from the reasons they 
gave the public. I don’t think the less of them for that. But 
I can tell you that for a good many years members of the 
Federal Parliament have been harassed by groups pleading 
the case of the older voter for pensions. Don’t let anyone 
tell you that the aging of our electorate has not been a 
powerful political force because I know many _ political 
leaders in all parties have felt it necessary to yield to the 
wishes of the older voters. The older voter has been in the 
saddle many years without having a party of his own. 

I was surprised that some political leaders during 
interviews preferred not to use the term welfare 
state even though they knew it was coined by Brit- 
ish, not American, economists. Thereafter, I began 
to use the term social insurance, which is more spe- 
cific. In most social insurance programs among the 
nations of the world one-half to two-thirds of the 
tax money or benefits involved is for old-age pen- 
sions. Pensions are the financial cornerstone of so- 
cial security systems. Some leaders also called at- 
tention to the fact that recent increases in old-age 
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pensions had been considerably greater in Australia 
than the increases in maternal welfare benefits, a 
payment to parents at the younger childbearing 
ages. 

There is a provision in the constitution of Aus- 
tralia, adopted in 1901 when it became an inde- 
pendent nation, specifically authorizing the federal 
government to enact laws providing for old-age 
pensions. Pension laws had been developed earlier 
in the states of Victoria and New South Wales. Two 
historians I interviewed expressed the view that 
these earlier state pension laws were completely 
disassociated from the development of social secu- 
rity legislation in the 1930's and should be consid- 
ered an inevitable result of economic, social, and 
political developments in Australia in the 1870's and 
1880's. That is, these early state pension systems 
were in no way related to the aging or the young- 
ing of the electorate but sprang from other Aus- 
tralian developments in the late 19th century. As 
one economist put it: 

The holiday from principal political attention to social 
services from 1912 to 1941 is partly attributable to national 
concern with other more pressing matters. We were trying 
to become a nation. The labor unions were so concerned 
with wages set by our special arbitration courts that pen- 
sion legislation was slighted. World War I created many 
problems for us. The relative stability of prices during the 
1920's lulled us. Some students claim that Australia ceased 
to be a social pioneer in 1914. It was not until 1947 that 
a unified nationwide social security system was established. 
It may well be that your idea about the aging of the 
electorate had something to do with this long dry spell in 
social legislation. Certainly the proportion of older voters 
increased during those three decades. I confess that I have 
not considered such demographic factors. 

Democracy works in fits and spurts. The only people who 
could lose their savings under the depressed conditions of 
the 1930's, were, of course, those who had savings. They 
were the older people. Some of our students of social 
security developments in Australia would even say that we 
had no comprehensive system until 1947. At any rate these 
major developments must be credited to the Labor party. 


After 1961 


So much for the present and the past. The period 
of the aging of the electorate will soon end. How 
will the younging of the electorate affect social, 
political, and economic developments in Australia? 
Admittedly the corner will be turned very slowly, 
and it might well be described as a very smooth bend 
rather than a corner. The new trend will be a wob- 
bly force hedged in by other forces. The shifting of 
these 15 votes a 100 from the older group back to 
the younger group will come slowly; and it is not 
now possible to predict how soon the older portion 
of the electorate will decline from the peak of about 
39% back to the 1910 level of 24%. When the record 
of births, deaths, and immigration in Australia for 
the 1960's is completed it may be possible to select 
that future year. Certainly the change-over in 1961 
and during the balance of the 1960's will be more 
negative than positive; it will be the effect of the 
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older proportion of voters no longer rising rather 
than the impact of a decline. Yet it seemed worth- 
while to ask these leaders of opinion to speculate 
with me about the changes in Australia that might 
come after 1961. 

As might be expected, their opinions differed 
greatly. Most of those who thought the aging of the 
electorate had been an unimportant factor in recent 
decades also minimized the potential impact of the 
younging of the electorate. Without exception, they 
regarded the prospect of a younging electorate as 
“good news” for Australia. On balance, the persons 
interviewed agreed that there would be less stress 
on. pensions and other special benefits for older 
voters, although their number would be rising. A 
clear majority of them thought that the older politi- 
cal leaders were more radical because many of 
them were steeped in the socialistic ideas so preva- 
lent before World War I. Almost every person in- 
terviewed called attention to the lack of perspective 
and understanding of persons under 30 years of 
age, who were too young to appreciate the prob- 
lems created by the depression in the 1930's. They 
were too young to know the meaning of debt, bank- 
ruptcy, unemployment, and bread lines. As teen- 
agers and later as young adults they had lived in an 
expanding economy. 

Even the most devoted members of the Labor 
party whom I interviewed agreed that the young 
voters were simply not interested in the radical 
ideas which had stimulated so many young cru- 
saders in the era before World War I. These young 
voters are much more interested in schools, good 
roads, and good housing than in the class struggle 
between the bourgeoisie and the proletariat. They 
seem to be more absorbed in local than in inter- 
national issues, with two exceptions. The enormous 
concentration of communists in southeast Asia and 
China seems like the sword of Damocles. The sec- 
ond worry springs from the first—their concern with 
the grave potentiality of atomic and nuclear war- 
fare, from which Australia would not be isolated. 


New Australians 


A thoughtful journalist diverted the discussion to 
the new Australians. He contended that they are 
not a cross section of the population from which 
they came as to age or personal initiative. He 
pointed to some of these people in his own com- 
munity who held two jobs, built half a house, and 
lived in it until they saved up enough money to 
complete the other half. 

What chance has socialism in a country infiltrated by 
these vigorous young people from Europe who want to be- 
come individual enterprisers as soon as possible after they 
arrive. Many of them fled to escape communism. I expect 
that the taxi driver who brought you to my home this eve- 
ning spoke with an Italian or Polish or Dutch accent. He 
probably works eight hours at some other job. Some Labor 
party leaders now advocate a reduction of immigration 
from Europe but favor an increase in the number from 
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Great Britain as the latter are more likely to have socialistic 
leanings. Since so many of the young voters after 1961 are 
going to be these vigorous New Australians, the rising tide 
of young voters will create an economic drive the likes of 
which we have not seen in Australia for decades. In sum- 
mary, the results of the younging of the electorate are going 
to be much greater than they would have been if this ex- 
panding group of new voters had all been native Aus- 
tralians. Before the New Australians started to come in 
large numbers in 1949, I am afraid we had become a bit 
lazy. They are revitalizing our nation. 


A New Zealander’s Forecast 


In this brief sketch New Zealand has been neg- 
lected. It is a land of green grass, rather rugged ter- 
rain, and friendly people. The Southern Alps of the 
South Island form one of the beauty spots of the 
world. Perhaps the outstanding feature of the econ- 
omy is the efficient, commercial dairy in which one 
man can take care of 60 milk cows. This world- 
renowned efficiency is due in a large measure to the 
abundance of grass throughout the year, which 
saves much time for the dairyman. New Zealand 
exports dairy and meat products and must import 
many manufactured products, automobiles, and pe- 
troleum products to maintain a good standard of 
living. The economists and other leaders I visited 
thought that it would be very difficult for their 
country to achieve success through industrializa- 
tion. A bare majority of them seemed content with 
the welfare state which has proceeded much further 
in New Zealand than in Australia. An elder states- 
man of New Zeaiand told me: 

I have been in political life for a long time. The older 
voters have dominated both parties. The young profited by 
our inflation, the old by pensions. Thus far no major blow- 
up over taxation has developed. If the younging of the 
electorate proceeds far enough in New Zealand, the demo- 
cratic process will bring the younger voters to a position 
of dominance in both political parties. But I don’t know 
exactly what the younger voters will want then. A scientific 
opinion poll today would not indicate these future differ- 
ences. During the transition decade, it may be politically 
wise to increase government largess to both the young 
and old voters. The great change will come after my time. 
But young men entering politics today should expect to 
serve the younger voters first. Otherwise we shall have a 
revolt of youth, like the revolt of women in your country 
which eventually gave them the right to vote. 


Watch Australia 


Australia, the dry empty continent, is still dry 
but not quite so empty. Although its area is the 
same as that of the United States, the 10 million 
inhabitants are concentrated along the eastern and 
southern seaboard. Steel is abundant and its cost of 
production is only two-thirds of the cost in the 
United States. Australia lacks petroleum. Its need 
for water in the great open spaces is even greater. 
There are some who hope that cheap atomic power, 
which does not involve electric lines or other trans- 
portation, may solve part of the water problem for 
vast areas. 
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I found the people of Australia midway between 
the extremely pro-British New Zealanders and our 
own industrial-minded Americans. They want to 
become an industrial nation. They want the popu- 
lation to increase as rapidly as possible. The bomb- 
ing of Darwin in northern Australia by the Japa- 
nese during World War II had a tremendous psy- 
chological impact. It marked the end of their era 
of splendid isolation from the rest of the world. 
Many of those I interviewed felt certain that the 
high tide of socialism was passed in 1948 when the 
proposal to nationalize the banks by the Labor 
party was responsible for its defeat. 

For many years there has been a considerable 
variety of proposals to create a compulsory contrib- 
utory pension system to replace the present non- 
contributory system based on a means test. One 
astute political leader expressed the hope that if 
this should come to pass Australia would not make 
the mistake the United States and other nations 
have made. He said: 

It is obviously unfair to have the same rate of contribu- 
tion for older workers who will contribute only a few years. 
An increase in public pension benefits is like starting a new 
pension system. The equitable way is to make the con- 
tribution rate higher for those who are going to contribute 
fewer months, say those over age 50. This fits in with your 
notion that we are approaching an era when the proportion 
of younger voters will increase. They will certainly ques- 
tion unfair taxation. We must be sure to treat them fairly, 
and a system of step-rate contributions for old-age pensions 
will do just that. Then, a younging electorate might not 
threaten the pension system. 


Perhaps Australia ceased to be a social pioneer 
in 1914. Since the younging of electorates will start 
there first, Australia may regain its pre-World War 
I status in the next 10 to 15 years. 


An Era Ends 


A series of interviews in one of the state capitals 
of Australia further clarified the forces being ex- 
amined. One leader said: 

I like your selection of age 50 as the dividing line be- 
tween younger and older voters. Age 65 is much too high. 
I turned age 50 a few years ago. Like other families with 
parents in our age class, our children are now grown; and 
the older ones have left home. We no longer have the ex- 
pense of feeding and clothing them and paying for their 
education. We have finished paying off the mortgage on 
our home. In a word, my wife and I are now looking 
West. We are concerned with the very real prospect, in this 
era of low mortality, of living on into retirement. We have 
intense interest in all kinds of pension proposals. One could 
say that when we turned 50 we became pension-conscious. 

Only one thing is certain about social evolution— 
every stage comes to an end. During the past half- 
century, there is much evidence that the influence 
of older voters on legislation has been greater than 
their number merited, because the proportion of 
them was rising. As we look beyond the problems 
of providing schools for the large number of young- 
sters and think of them as adults later on, it should 
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be clear even to those who are unfamiliar with pop- 
ulation projections that young voters will be quite 
numerous in a decade or so. Then the political lead- 
ers will want to please the younger voters at every 
turn. Although the absolute number of older voters 
will continue to increase, the drive which their ex- 
panding numbers developed in the past half- 
century for welfare state programs, anchored on 
free or almost free public pensions, will wane. 
There are other powerful forces at work in New 
Zealand, Australia, and the United States, as well 
as in France and Great Britain. Among these are 
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mass production, urbanization, a steady rise in the 
level of education, mechanization of the home, 
much more travel, nuclear power. The younging of 
the electorate—one force among many—will, I be- 
lieve, put a brake on the trend toward the welfare 
state and lessen the clamor for the guaranteed fu- 
ture, the riskless society. No one should attempt to 
circumscribe the future, especially its capacity for 
social innovation. Moreover, we must all admit that 
prophecy is still an exclusively divine gift. Yet, the 
vigor of younging electorates should be unques- 
tioned and anticipated. 
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Postgraduate Courses 


Notices of the following courses have not pre- 
viously been published by the Council and are pre- 
sented for information only: 

The Fifth Annual Symposia in Medicine will be 
presented Tuesday evenings, 8-10 p.m., for six 
weeks beginning April 1 at the Fort Miley Vet- 
erans Administration Hospital, 42nd Avenue and 
Clement Street, San Francisco, in cooperation with 
the San Francisco Academy of General Practice, 
Stanford University School of Medicine, and the 
University of California School of Medicine. This 
12-hour course, though designed primarily for phy- 
sicians in general practice, is open to physicians 
who are not members of the Academy as well as 
to hospital resident staffs. 

The home study courses in electrocardiography 
by the University of Southern California School of 
Medicine, listed on Aug. 17 in THE JourNat will 
be offered again beginning March 26, 1958. In- 
quiry should be addressed to the Director, Post- 
graduate Division, University of Southern Cali- 
fornia School of Medicine, 2025 Zonal Ave., Los 
Angeles 33. 

The American College of Physicians has sched- 
uled the following courses, in cooperation with the 
institution named: Methods of Auscultation in 
Cardiac Diagnosis, a 3-day, 20-hour course, at New 
York University—Bellevue Medical Center, April 
10-12; Cardiovascular Disease, a 5-day, 35-hour 
lecture course at the American College of Physi- 
cians’ headquarters, April 14-18; Current Views in 
the Diagnosis and Treatment of Cardiovascular 
Diseases, a 5-day, 40-hour lecture, panel, and open 
question period course at the University of Illinois 
College of Medicine, Chicago, May 12-16; Prin- 
ciples and Practice of Internal Medicine, a 5-day, 
35-hour lecture, seminar, and open question per- 
iod course at the State University of lowa College 
of Medicine, June 2-6; Selected Topics in Hema- 
tology for Internists, a 5-day, 40-hour laboratory, 


lecture, panel, and open question period course at 
the University of Rochester School of Medicine 
and Dentistry, June 9-13, 1958. All courses are 
designed primarily for specialists in internal medi- 
cine. All have a fee of $30 for American College 
of Physicians members and $60 for nonmembers. 
Inquiries should be addressed to Registrar, Ameri- 
can College of Physicians, 4200 Pine St., Phila- 
delphia 4. 

A one-day symposium, Arthritis—Practical Con- 
siderations in Diagnosis and Management, is sched- 
uled for March 5 at the University of California at 
Los Angeles Medical Center. Further information 
may be obtained from Assistant Dean for Postgrad- 
uate Medical Education, UCLA Medical Center, 
Los Angeles 24. 

An intensive, continuous four-week course, Prin- 
ciples and Techniques of Tissue Culture, will be 
given July 7-Aug. 1 at the University of Colorado 
School of Medicine, Denver. The lecture, demon- 
stration, discussion, and laboratory work course, 
sponsored by the Tissue Culture Association, is de- 
signed for postdoctoral workers (M.D. or Ph.D.) 
who plan to use cultured tissues in teaching or 
research. Requests for application forms should be 
addressed to Dr. Mary S. Parshley, Columbia Uni- 
versity College of Physicians and Surgeons, 630 
W. 168th Street, New York 32, sufficiently in ad- 
vance that they may be completed and returned by 
May 

A postgraduate course, Surgical Anatomy, is 
scheduled May 26-June 21, 1958, by Cornell Uni- 
versity Medical College. The full-time, five and a 
half day a week course will consist of an intensive 
review of surgical anatomy, with demonstrations 
and dissection, at a tuition of $200. It will be espe- 
cially designed for physicians in specialty training 
for surgery, with enrollment limited to 25. In- 
quiries may be directed to the Office of the Dean, 
Cornell University Medical College, 1300 York 
Ave., New York 21. 
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CALIFORNIA 

Gift for Children’s Wing at Medical Center.—A 
gift of 1.5 million dollars for construction of a new 
children’s wing of the University of California 
Medical Center, Los Angeles, has been presented 
by Marion Davies, former screen star. The new 
four-to-six-story construction will be a southeast 
wing of the medical center extending from the 
present outpatient department. Dr. John M. Adams, 
chairman, pediatrics department, will direct ac- 
tivities in the new wing. The first floor will house 
the Children’s Clinic which Miss Davies estab- 
lished in 1933, and in 1952 the university School 
of Medicine assumed its operation. 


Society News.—The Los Angeles Surgical Society 
has announced the election of Dr. O. Dale Lloyd 
as president and Dr. James F. Regan as secretary- 
treasurer, for 1958._—The San Francisco Medical 
Society has installed the following officers: Drs. 
Claude P. Callaway, president-elect; Robert C. 
Combs, president; Dorothy P. Danno, vice-presi- 
dent; Roberta F. Fenlon, secretary; George K. Her- 
zog Jr., treasurer; and Edgar Wayburn, editor.—— 
The California Society of Internal Medicine has 
installed the following officers: president, Dr. Rob- 
ert L. Smith Jr., San Francisco; vice-president, Dr. 
Walter P. Martin, Long Beach; secretary-treasurer, 
Dr. Clyde C. Greene Jr., San Francisco. The next 
annual meeting will be held Oct. 17-19 at Yosemite 
Valley.——At a recent meeting of the Los Angeles 
Society of Allergy the following officers were elect- 
ed for 1958: Dr. Jerome J. Sievers, president; Dr. 
Ralph Bookman, vice-president; and Dr. Isadore 
Pitesky, secretary-treasurer. 


DISTRICT OF COLUMBIA 

Forum on Medical Economics.—Six area societies 
making up the District Medical Council will spon- 
sor an all-day forum, “The Doctor and His Prac- 
tice,” on current problems in medical economics 
in cooperation with The William S. Merrell Com- 
pany at the Hotel Statler March 27. The forum 
chairman is Dr. Henry H. Ferrell Jr., Alexandria, 
Va., vice-president of the council. The program 
will cover three basic subjects: (1) The Doctor 
and his Office, (2) The Doctor and the Law, (3) 
The Doctor and his Life Planning. Physicians at- 
tending the forum will have the privilege of call- 
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ing on any speaker for personal help and referral 
with specific medical economics problems. Dr. 
Howard A. Rusk, director of the department of 
physical medicine and rehabilitation, New York 
University—Bellevue Medical Center and associate 
editor, the New York Times, will speak at the 
luncheon on “Stress in the World, the Individual 
and the Doctor.” Other speakers include Ernest 
Dichter, New York; Carl Holzheimer, Chicago; 
C. Joseph Stetler, Chicago; James A. Eubanks, New 
York; George W. Condit, New York; R. Crawford 
Morris, Cleveland; Robert B. Murphy, Madison, 
Wis.; Amiel Caplan, estate planning authority; and 
Bernard D. Hirsh, Chicago. A report will be given 
by Mr. Stetler on the results of a survey con- 
cerning medical professional liability which the 
A. M. A.’s Law Department has completed. 


ILLINOIS 

Chicago 

Nutrition Lecture.—Dr. Thomas R. C. Sisson, de- 
partment of pediatrics, University of Rochester 
School of Medicine and Dentistry, Rochester, N. Y., 
will discuss “Iron Metabolism of Pregnancy and 
the Newborn” at a luncheon meeting of the Chi- 
cago Nutrition Association, March 5, in the Geor- 
gian Room, Carson, Pirie, Scott and Company. 
Information may be obtained from C. Edith Weir, 
President, Chicago Nutrition Association, 939 E. 
57th St., Chicago 37. 


Hospital News.—The sixth lecture in the eighth 
annual North Shore Hospital lecture series on “The 
Emotional Problems of Childhood” will be held 
March 5, 8 p. m. “Management of Social Adjust- 
ment and Behavior Problems in Adolescence” will 
be discussed by Dr. Joseph B. Cramer, director 
of child psychiatry, Albert Einstein College of 
Medicine, New York City, and director of child 
psychiatry, Bronx Municipal Hospital Center. The 
Commission on Education of the American Acad- 
emy of General Practice has approved these lec- 
tures for category II credit. 


Annual Clinical Conference.—The Chicago Medical 
Society's annual clinical conference will be held 
March 4-7 at the Palmer House. About 35 papers 
are scheduled for presentation, and four luncheon 
round-table discussions are planned. Dr. Walter C. 
MacKenzie, chairman, department of surgery, Uni- 
versity of Alberta Faculty of Medicine, Edmonton, 
Canada, will present “A ‘New Look’ at Diverticuli- 
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tis” March 4. A panel discussion on tranquilizing 
drugs is arranged for March 6, with Dr. Jacob E. 
Finesinger, Baltimore, as moderator. Clinics on os- 
seous trauma, medical color telecasts, and scientific 
and technical exhibits are arranged. A special pro- 
gram is planned for the ladies. Registration fee 
for nonmembers is $5. For information write The 
Chicago Medical Society, 86 E. Randolph St., Chi- 
cago l. 


INDIANA 

Dr. King Honored.—Dr. William F. King, State 
Health Commissioner from 1922 to 1933 and In- 
diana State Board of Health staff member from 
1910 to 1954, recently received a bronze plaque 
from the American Nursing Home Association “in 
recognition of his outstanding contributions in the 
field of gerontology.” Dr. King reportedly was in- 
strumental in bringing about the establishment of 
a division within the Board of Health which con- 
cerns itself with problems of advanced years. In 
1945 he was appointed head of the Division of 
Gerontology and Chronic Diseases and served as 
director of this division until] 1949 when he went 
on a consultant status. 


KANSAS 

Orthopedic Surgery Laboratory Completed.—The 
James B. Weaver Laboratory for Orthopedic Surg- 
ery has been completed in the orthopedic section, 
University of Kansas School of Medicine, Kansas 
City. The laboratory is a memorial to the physician 
who was on the faculty of the School of Medicine 
for 30 years, the last 10 years as head of the section 
of orthopedic surgery, prior to his death April 30, 
1956. The new facility is a laboratory for clinical 
chemistry and it will be used for research in ortho- 
pedics. It contains the “bone bank,” a project 
founded and used extensively by Dr. Weaver. Dr. 
Weaver worked with the Kansas Crippled Children 
Commission for 30 years, and for three years was 
a member of the commission's board. He was 
influential in planning the Children’s Rehabilitation 
Center, now under construction at the Medical 
Center. The initial research to be carried on in the 
laboratory will be directed by Dr. Leonard F. 
Peltier, professor of surgery and successor to Dr. 
Weaver as head of the orthopedic section. It will 
be directed in the field of fat embolism. 


MARYLAND 

Dr. Woods to Receive Gonin Medal.—Dr. Alan C. 
Woods, emeritus professor of ophthalmology, Johns 
Hopkins University School of Medicine, Baltimore, 
has been named to receive the Gonin Medal of the 
University of Lausanne, Switzerland, and the Swiss 
Ophthalmological Society at the International Con- 
gress of Ophthalmology to be held in Brussels, 
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Belgium, in September. The medal was instituted 
in 1937 jointly by the university and the society 
to honor the memory of Jules Gonin, professor of 
ophthalmology at the university, who established 
the pathogenesis of detachment of the retina and 
devised the fundamental operation. The Interna- 
tional Council of Ophthalmology was designated to 
select the recipient once every four years. The 
recipient is invited to the University of Lausanne 
to make a short address at a preliminary function. 
Dr. Woods will attend such a function July 12. 
Awarded the American Medical Association’s Oph- 
thalmological Research Medal in 1948, Dr. Woods 
began teaching in ophthalmology at Johns Hopkins 
in 1919. He is an honorary fellow of the Royal 
College of Surgeons (Edinburgh ), a member of the 
American Ophthalmological Society (vice-presi- 
dent, 1954; received the Howe Research Medal, 
1953), and a member of the American Academy of 
Ophthalmology and Otolaryngology ( president, 
1947). 


MISSOURI 

Thompson Lectureship.—Dr. LeMoyne Snyder, 
Paradise, Calif., has been chosen to present the 
ninth annual Dr. F. G. Thompson Sr. Lectureship 
April 24 by the Thompson-Brumm-Knepper Clinic, 
St. Joseph. Dr. Snyder's subject will be “Murder 
Challenges the Doctor.” 


MONTANA 

Dr. Slaughter to Give Cancer Lecture.—The first 
Mary E. Swift Memorial Cancer Lecture, “Debat- 
able Problems in Cancer,” will be presented by Dr. 
Danley P. Slaughter, chairman, Cancer Committee, 
American College of Surgeons, March 8 in Butte 
at the banquet of the Mary E. Swift Foundation 
and Tumor Registry and Clinic. Preceding the lec- 
ture, informal rounds and a tumor clinic will be 
conducted at St. James Hospital. Attendance is lim- 
ited to physicians. For reservations (fee for banquet 
$6.50) write to the Mary E. Swift Tumor Registry, 
Silver and Idaho Streets, Butte, Mont. 


NEW YORK 

Close Broadacres Sanatorium.—The State Health 
Department has notified the Oneida County Board 
of Supervisors that the Broadacres Sanatorium, 
Utica, will be returned to Oneida County. Transfer 
of patients from the Broadacres District to the 
Homer Folks Tuberculosis Hospital at Oneonta be- 
gan in February and will be completed in April. Dr. 
Hilleboe said a period of several months will be 
required for relocation of employees, inventory of 
equipment and supplies, and transfer of records. 
The State Health Department will return the 
equivalent of equipment and supplies in the hos- 
pital which were present at the time the depart- 
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ment acquired the property from the county in 
1948. In 1957, the State Health Department recom- 
mended to the budget director that Onondaga 
Sanatorium at Syracuse be closed. Shortly there- 
after the Oneida County Board of Supervisors re- 
quested that Broadacres Sanatorium be returned 
for use as a chronic disease hospital. The State 
Health Department gave priority to the request of 
Oneida County officials. Oneida county officials 
plan to use the hospital for the care and rehabilita- 
tion of the chronically ill. 


New York City 


Hospital News.—Dr. Joseph W. Beard, professor of 
surgery, Duke University School of Medicine, Dur- 
ham, N. C., will present “Tumor Viruses” March 7 
as part of the schedule of lectures by the Division 
of Neoplastic Diseases at Montefiore Hospital. 


Symposium on Tay-Sachs’ Disease.—A Symposium 
on Tay-Sachs’ Disease will be held April 10, 9:30 
a. m., at the Isaac Albert Research Institute of the 
Jewish Chronic Disease Hospital, Brooklyn. This 
meeting will be under the joint auspices of the 
Albert Einstein College of Medicine of Yeshiva 
University and the National Tay-Sachs’ Association. 
Dr. Ernst Klenk, of Cologne, Germany, will be 
among the participants. Interested persons are in- 
vited. For information write the Jewish Chronic 
Disease Hospital, East 49th Street and Rutland 
Road, Brooklyn 3. 


Project for Blind Children.—The Blind Children’s 
Research Project for the emotionally disturbed and 
multiple handicapped will become a service of New 
York University—Bellevue Medical Center’s Insti- 
tute of Physical Medicine and Rehabilitation with 
the beginning of the spring semester. Initiated two 
and a half years ago at the School of Education by 
the Association for the Advancement of Blind Chil- 
dren, an organization made up of parents of blind 
children and interested professional people, the 
project is devoted to “creating better understanding 
of the blind child with special problems.” Under 
the direction of Virginia Mae Axline, Ed.D., asso- 
ciate professor of education at the university, and 
the medical supervision of Dr. George G. Deaver, 
director of the Children’s Division at the Institute 
of Physical Medicine and Rehabilitation, the serv- 
ices offered consist of play therapy and counseling 
for children and their parents, research, advanced 
professional training, and public education. The 
Blind Children’s Research Project relies completely 
on the support of voluntary contributions. Esti- 
mated budget for full professional staff and equip- 
ment is $50,000 to $75,000 a year. 


School for the Mentally Retarded.—Plans for a new 
school for the mentally retarded at West Seneca 
have been announced jointly by Dr. Paul H. Hoch, 
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commissioner of mental hygiene, and John W. John- 
son, superintendent of public works. Cost of the 
project is estimated at 50 million dollars. The new 
school will serve the counties of Erie, Niagara, Or- 
leans, Genesee, Wyoming, Allegany, Cattauraugus, 
and Chautauqua. Patients from those counties are 
now being received at Newark. Mentally retarded 
persons of all ages will be accepted for care, train- 
ing, and treatment at the school. Designed for 2,400 
patients, the institution will be provided with serv- 
ice facilities for future expansion to accommodate 
3,000. Initial construction will include facilities for 
about 1,700 patients. Patients’ accommodations will 
consist of 30-bed cottages for educable boys and 
girls of school age. Buildings for adult patients will 
house 120 patients in four wards of 30 beds each. 
Buildings for severely retarded patients, many of 
whom will be physically handicapped, will provide 
for 130 patients each, divided into three 40-bed 
wards and an additional 10-bed ward for patients 
requiring temporary medical care for acute ill- 
nesses. The medical program of the institution will 
be centered in the medical-surgical building for 
about 200 patients. There will also be a physical 
rehabilitation building. Another building for 180 
infants and young children will be erected in the 
medical treatment area. A children’s psychiatric 
hospital, a self-contained unit for emotionally dis- 
turbed children, will accommodate 200 children in 
separate cottages of 25 patients each, attached to a 
central corridor connected with its own school, 
gymnasium, and auditorium and an administrative 
area for staff and treatment offices. 


NORTH CAROLINA 

Cancer Symposium in Winston-Salem.—The seventh 
annual cancer symposium, sponsored by the Forsyth 
County Medical Society in cooperation with the 
Forsyth Cancer Service will be held April 10 at the 
Hotel Robert E. Lee, Winston-Salem. The follow- 
ing guest speakers will participate: Dr. Ralph Jones 
Jr., professor of medicine, The University of Flor- 
ida, Miami; Dr. James F. Holland, hematologist, 
Roswell Park Memorial Institute, Buffalo, N. Y.; 
Dr. James E. Lofstrom, radiologist, Detroit Me- 
morial Hospital, Detroit; Dr. Charles L. Spurr, 
professor of medicine, Bowman Gray School of 
Medicine, Winston-Salem. The program has been 
entitled “Recent Advances in Chemotherapy of 
Leukemias and Lymphomas.” Open discussion will 
follow the formal presentations. For information 
write Dr. William H. Boyce, chairman, Forsyth 
Cancer Committee, Wake Forest College, The Bow- 
man Gray School of Medicine, Winston-Salem, 


N. C. 


Grants for Study of Psychological Stress.—A Duke 
University Medical Center research team working 
under provisions of two U. S. Public Health Service 
grants that total $51,100 has begun studying bodily 
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reactions to various psychological stresses. Principal 
investigators are Dr. Albert J. Silverman, director, 
Duke psychiatry department's psychophysiology 
laboratory, and Dr. Sanford I. Cohen, associate di- 
rector of the laboratory. A grant of $36,100 from 
the National Institute of Mental Health has been 
made to support an investigation of the relation- 
ships that exist between emotions and _ various 
bodily changes. This work is being done in asso- 
ciation with Dr. McChesney Goodall Jr., associate 
professor of surgery at Duke and a specialist in 
the study of body hormones that include those 
under investigation. A second grant of $15,000 came 
from the National Institutes of Health funds 
awarded to Duke University last summer for the 
support of a Regional Center for the Study of Aging. 


PENNSYLVANIA 


Another Amendment to Radiation Protection Regu- 
lation.—Dr. Charles L. Wilbar Jr., state secretary of 
health, has announced that the State Advisory 
Health Board has approved an amendment to 
Radiation Protection Regulation 433 requiring the 
use of aluminum filters, cones, and diaphragms on 
diagnostic x-ray and fluoroscopy machines. The 
regulation, administered by the State Health De- 
partment’s Division of Industrial Hygiene, is “de- 
signed to protect the public against dangers of 
ionizing radiation and was originally adopted by 
the Advisory Health Board on Oct. 20, 1956.” The 
amendment reads: 
Amendment to Radiation Protection Regulation 433 Diag- 
nostic Uses of X-rays 
a. The total filter—permanently in the useful beam—shall be 
equal to at least 2% millimeters of aluminum on all x-ray 
machines capable of operating at or above 60 kilovolts 
peak when used for routine diagnostic x-rays or routine 
diagnostic fluoroscopy. 

. The primary x-ray beam for routine diagnostic x-rays or 
routine diagnostic fluoroscopy shall not be larger than 
clinically necessary. Cones and diaphragms shall be used 
to limit the area of the primary beam. 


This is the second major amendment to the Radi- 
ation Protection Regulation 433. In February, 1957, 
an amendment was adopted, outlawing shoe-fitting 
fluoroscopes. 


Appoint Dr. Cheever Dean at Pittsburgh.—The ap- 
pointment of Dr. Francis §. Cheever as dean of the 
University of Pittsburgh School of Medicine has 
been announced. Dr. Cheever will assume his new 
duties in the School of Medicine July 1, succeeding 
Dr. William S. McEllroy who is retiring but will 
continue as a special adviser to the chancellor on 
medical affairs. Since 1950 Dr. Cheever has been 
professor of microbiology in the Pitt Graduate 
School of Public Health. Before joining the Pitt 
faculty, he was assistant professor in the Harvard 
Medical School from 1946 to 1950 and an instructor 
from 1938-1941. He was on duty with the U. S. 
Navy from 1941 to 1946 and in 1944 and 1945 was 
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director of the Enteric Pathogen Laboratory of the 
U. S. Naval Medical Research Unit on Guam, 
Okinawa, and the Philippines area. Since 1951 he 
has served as special consultant to the Communi- 
cable Disease Center of the U. S. Public Health 
Service. 


New Allegheny County Hospital.—The new Alle- 
gheny County Hospital, eight miles from downtown 
Pittsburgh, was dedicated Feb. 7. The 22-million 
dollar structure which stands on a 126-acre plateau 
will provide beds for 2,100 patients. Six years in 
planning and three years in building, it comprises 
a main hospital building of eight stories, two con- 
valescent wings of three stories each, two rows of 
ambulatory dormitories ringing a park-like area, an 
auditorium, interdenominational church, power sta- 
tion, separate nurses’ homes, and eight physicians’ 
residences. The hospital kitchen is equipped to 
serve 10,000 meals a day, and the laundry can 
handle 15,000 pounds of wash a day. Other facilities 
include a recreation program, library, canteen, and 
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The new Allegheny County Hospital, with the main 
eight-story building (right), the convalescent section (left), 
ambulatory wards (extending out of view at left), and the 
pyramid-like interdenominational church (left center). 


a beauty and barber shop. The hospital will func- 
tion under the board of commissioners of Allegheny 
County, Mr. John J. Kane, chairman. Dr. Gerard 
P. Hammill, director of the Allegheny County In- 
stitution District, is medical director of the hospital. 


Philadelphia 

University News.—Dr. Y. Ikemi, associate profes- 
sor of internal medicine, Fukuoka University, Japan, 
now at the Temple University Medical Center as a 
visiting fellow in medicine, spoke before the staff 
and faculty recently on “Experimental Studies on 
Psychosomatic Aspects of Diseases of Internal Med- 
icine. 


UTAH 

Surgeons Meeting in Salt Lake City.—A three-day 
sectional meeting of the American College of Sur- 
geons will be held in Salt Lake City March 17-19 
at the Hotel Utah. Dr. Alfred M. Okelberry, asso- 
ciate clinical professor of orthopedic surgery, Uni- 
versity of Utah School of Medicine, is chairman of 
the advisory committee on local arrangements. Top- 
ics will include pediatric surgery, post-traumatic 
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paraplegia, trauma, cancer, ACTH and cortisone in 
surgery, common-duct stones, cardiac resuscitation, 
bleeding peptic ulcer, hand surgery, and a full day 
in ophthalmic surgery. Medical motion pictures will 
also be shown. An innovation at this year’s sec- 
tional meeting is the fellowship luncheon, featuring 
a panel discussion on college activities, with a ques- 
tion period. Dr. Ezekiel R. Dumke, Ogden, will 
preside, and Dr. Hubbard P. Saunders, associate 
director of the college, will serve as moderator. 


GENERAL 

Medical Faculty Awards.—The Lederle Labora- 
tories Division, American Cyanamid Company, has 
announced 18 recipients for its Medical Faculty 
awards, intended for “strengthening the preclinical 
departments of medical schools in the U. S. and 
Canada by contributing to the support of the teach- 
ing and research activities of members of such de- 
partments who already have demonstrated high 
quality of performance but who have not vet at- 
tained permanent faculty tenure.” 


Southeastern Surgical Congress in Baltimore.—The 
26th annual assembly of the Southeastern Surgical 
Congress will be held March 10-13 at the Lord 
Baltimore Hotel, Baltimore. About 53 papers are 
scheduled for presentation, including those of the 
following guest speakers: Drs. Charles W. Mayo, 
Rochester, Minn.; J. Garrott Allen, Chicago; Bent- 
ley P. Colcock, Boston; Hayes Martin, New York 
City; Charles C. Lund, Boston; Donald A. Covalkt, 
New York City; Samuel P. Harbison, Pittsburgh; 
Robert R. Smith and James R. Jude, Bethesda, Md.; 
E. Lee Strohl, Chicago; John M. Beal Jr., New 
York City; George P. Rosemond and Isidor S. 
Ravdin, Philadelphia; and Donald R. Webster, 
Montreal, Canada. Four panel discussions are 
planned: 
Diverticulitis of the Colon, moderated by Dr. Mayo. 
Tumors of the Neck, moderated by Dr. Martin. 
Pre- and Postoperative Care, moderated by Dr. Willard H. 

Parsons. 
Gastric Ulcers, moderated by Dr. Ravdin. 

For information write Dr. Benjamin T. Beasley, 
Secretary-Director General, The Southeastern Sur- 
gical Congress, 701 Hurt Building, Atlanta 3, Ga. 


a salute to 
medical school progress 


MEDICAL EDUCATION 
WEEK ---+ April 20-26 


J.A.M.A., March 1, 1958 


Physicians Among “Ten Outstanding Young Men.” 

—The U. S. Junior Chamber of Commerce has 

named four physicians among the 10 men selected 

as “outstanding Young Men of America for 1957.” 

The physicians are: 

Dr. Thomas G. Baffes, Skokie, Ill., “developer of a surgical 
correction for transposition of the great vessels of the 
heart.” 

Dr. Richard A. Dewall, Minneapolis, “developer of a sim- 
plified mechanical heart-lung machine.” 

Dr. Robert E. L. Nesbitt Jr., Albany, N. Y., “researcher in 
cause and prevention of infant death in association with 
the birth process. 

Major David G. Simons, M.C., U. S. A. F., 
scientist who broke existing records for free-balloon flight 
exceeding 100,000 feet.” 


“physician- 


Nominations for the Ten Outstanding Young Men 
of America are solicited annually from the general 
public and are limited to men between the ages of 
21 and 35. Selected by a judging panel of “nation- 
ally prominent” persons, the men were chosen “for 
outstanding contributions to their professions and 
to the general welfare of the people. The U. S. 
Jaycees, sponsors of the awards since 1938, dis- 
tributed more than 15,000 nominations blanks this 
year. 


Symposium on Mechanisms of Hypersensitivity.— 

An International Symposium on the Mechanisms of 

Hypersensitivity will be held March 27-29 under 

the auspices of Henry Ford Hospital, Detroit. About 

45 papers are scheduled for presentation including 

the following by foreign authors: 

Heterogeneity of Diphtheria Antitoxins, Dr. Marcel Reynaud, 
Garches, France. 

The Detection of Non-Precipitating Antibodies, Alec H. 
Sehon, Ph.D., Montreal, Canada. 

Approaches to the Problem of Detecting Antibodies, Stephen 
V. Boyden, Ph.D., Copenhagen, Denmark. 

Mechanisms of Hypersensitivity as Revealed by the Actions 
of Inhibitors, Dr. Heinz O. Schild, London, England. 

Non-Specific Chronic Thyroiditis (Hashimoto's Disease ), 
Dr. Deborah Doniach, London, England. 

Research on L. E. Cell Formation (Motion Picture), 
R. Robinéaux, Paris, France. 

Histamine in Allergic Responses of the Guinea Pig, Dr. 
Theo Inderbitzen, Zurich, Switzerland. 

Antigens Underlying the Phenomenon of Tolerance to 
Homografting, Leslie Brent, London, England. 

Effect of Steroids on Antibody Production, Marvin Darrach, 
Vancouver, Canada. 

The Sensitizing and Adjuvant Effects of Mycobacterial Cells 
and Fractions, Dr. Robert G. White, London, England. 

General discussions will follow the papers. An 

address will be given by Dr. Robin C. Buerki, ex- 

ecutive director, Henry Ford Hospital, at the ban- 

quet March 28, at which Dr. Arnold Ashley Miles, 

London, England, will be the speaker. For informa- 

tion write Henry Ford Hospital, Dr. Joseph H. 

Shaffer, 2799 West Grand Blvd., Detroit 2. 


President's Conference on Occupational Safety.— 
The President's Conference on Occupational Safety 
will be held March 25-27 in Washington, D. C. 
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Medical participants will include Harry Levinson, 
Ph.D., director, Division of Industrial Mental 
Health, The Menninger Foundation, Topeka, Kan- 
sas; Dr. William A. Tillmann, department of psy- 
chiatry, University of Western Ontario Faculty of 
Medicine, London, Ontario, Canada; Dr. Flanders 
Dunbar, editor emeritus, Psychosomatic Medicine. 
Eight workshops are scheduled under the title 
“What Makes Us Work Safely” to be moderated by 
Dr. Levinson. A pane] discussion, “Radiation—A 
Controllable Hazard,” will be moderated by Ad- 
miral Willard A. Kitts III, manager, Atomic Prod- 
ucts Study for General Electric. A second panel, 
“The Doctor and Nurse Contribute to Safety and 
Health,” will be moderated by Dr. Leo J. Wade, 
medical director, Esso Standard Oil Company, New 
York City, and will include as participants Dr. 
Marvin L. Amdur, Buffalo Industrial Medical Cen- 
ter, Buffalo, New York; Edna O'Connor, R.N., 
Williamson Heater Company, Cincinnati, Ohio; 
Charlotte R. Burneister, R.N., American Associa- 
tion of Industrial Nurses, Baltimore; Mr. Clark D. 
Bridges, assistant managing director, Industrial 
Medical Association, Chicago; and Mr. Howard 
Schulz, Council of Industrial Health, American 
Medical Association, Chicago. For information write 
the U. S. Department of Labor, Washington, D. C. 


Medical Writers’ Institute.—A Medical Writers’ In- 
stitute will be held June 12-14 at Rensselaer Poly- 
technic Institute, Troy, N. Y. The seminar of study 
and workshop practice will be under the auspices 
of the Technical Writers’ Institute, now entering its 
sixth session under the direction of Prof. Jay R. 
Gould. The three-day course will be coordinated by 
Dr. Joseph F. Montague, president of the New York 
chapter of the American Medical Writers’ Associa- 
tion. Medical writers will serve as visiting lecturers 
in the fields of medical reports, manuals and in- 
structions, medical advertising and journalism, and 
medical illustrations. Included will be Dr. Morris 
Fishbein, president-elect, American Medical Writ- 
ers’ Association; Dr. Benjamin W. Carey, medical 
director, Lederle Laboratories; Mr. Erwin DiCyan, 
past-president, Association of Consulting Chemists; 
Dr. Richard M. Hewitt, Publications Division, Men- 
ninger Foundation; Walter Kahoe, Ph.D., medical 
editor, J. B. Lippincott Company; Dr. Frank H. 
Netter, medical artist and illustrator; Prof. Carroll 
A. Nolan, chairman, department of business educa- 
tion, Syracuse University; Mr. Gil Totten, of the 
William Douglas McAdams Advertising Agency, 
New York; Dr. Felix Marti-Ibanez, editor, MD; 
and Mr. A. A. Rasch, medical editor, Roswell Park 
Memorial Institute. The basic instructional phase 
will be staffed by members of the Technical Writers’ 
Institute, including professors Sterling P. Olmsted, 
Douglas H. Washburn, Chris Stanford, and Robert 
A. Sencer. The institute has been designed “to bring 
expert guidance to those who supervise medical 
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writing, to those newly entering this expanding 
profession, and to those practicing writers who need 
an exchange of recent ideas.” Inquiries should be 
addressed to Prof. Jay R. Gould, Medical Writers’ 
Institute, R. P. L., Troy, N. Y. 


WARNING—BAD CHECK ARTIST 

Attention is called to the illegal activities of one 
Joseph T. Reddish, formerly of Boston and more 
recently of Roxbury, Mass., who may be posing as 
a Doctor of Medicine or as a medical technician in 
pathological laboratories in hospitals or in private 
organizations. 

Joseph T. Reddish, whose photograph is shown 
below, is described as aged about 45, height 5 feet 
5 inches to 5 feet 7 inches, and weighing about 165 


pounds. He has dark brown hair, blue eyes, and a 
broad face, a ruddy complexion, and a Boston ac- 
cent. He has claimed to be a laboratory technician, 
specializing in bacteriology and cytology. He is de- 
scribed as having letters and newspaper clippings 
claiming that he was associated in the development 
of an electronic device to screen microscopic slides. 

Some months ago he was employed as a tech- 
nician in a hospital in Newark, N. J. He passed 
several checks on his representation that he was 
employed at the hospital. These checks were drawn 
on the First National Bank of Boston and were re- 
turned, marked “No account.” 

Any person knowing his whereabouts should 
notify the Director of the Department of Clinical 
Pathology at the Presbyterian Hospital, Newark, 


N. J. 
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EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application was Feb. 
10. Second Examination. Medical Schools in the United 
States and Foreign Countries, Sept. 23. Final date for fil- 
ing application is June 23. Executive Director, Dr. Dean 
F. Smiley, 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Cotorapo:*® Examination and Reciprocity. Denver, June 10- 
11. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

Connecticut:* Examination. Hartford, March 11-13. Sec., 
Dr. Creighton Barker, 160 St. Roman St., New Haven. 
Homeopathic, Examination. Derby, March 11. Sec., Dr. 
Donald A. Davis, Derby. 

Devtaware: Examination and Reciprocity. Dover, July 8-10. 
Sec., Dr. Joseph §. McDaniel, Professional Bldg., Dover. 
Fioriwwa:* Examination. Miami, June 29-July 1. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami. 

Gerorcia: Examination and Reciprocity. Atlanta and Augus- 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
lanta. 

Ipano: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 

ILuinors: Examination and Reciprocity. Chicago, April 7-10. 
Superintendent of Registration, Mr. Fredric B. Selcke, Cap- 
itol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 18-20. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

LoutstaNa: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

Maine: Examination and Reciprocity. Portland, Mar. 11-13, 
Sec., Dr. Adam P. Leighton, Room 514, 152 High St., 
Portland. 

MaryLanp: Examination. Baltimore, June 17-20. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Massacuusetts: Examination. Boston, July 15-18. Sec., Dr. 
Robert C. Cochrane, Room 37 State House, Boston. 

Micuican:* Examination. Ann Arbor and Detroit, June 9- 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

MicuiGaNn:® Examination. Minneapolis, April 15-17. Sec., Dr. 
F. H. Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

MontANA: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

Nepraska:* Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 10C9, State Capitol Bldg., Lincoln 9. 

Nevapa:® Examination and Reciprocity. Reno, March 4. Sec., 
Dr. G. H. Ross, 112 North Curry St., Carson City. 

New Hampsuire: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 
Concord. 

New York: Examination. Albany, Buffalo, New York City and 

Syracuse, June 24-26. Sec., Dr. Stiles D. Ezell, 23 S. Pearl 

St., Albany. 
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NortH Carouina: Endorsement. Asheville, May 5. Examina- 
tion. Raleigh, June 16-19. Endorsement. Raleigh, June 17. 
Asst. Sec., Mrs. Louise J. McNeill, Professional Bldg.. 
Raleigh. 

Ounto: Endorsement. Columbus, April 1; June 19-21. Sec., 
Dr. H. M. Platter, 21 West Broad St., Columbus 15. 
OKLAHOMA:® Examination. Oklahoma City, June 3-4. Sec., 

Dr. E. F. Lester, 813 Braniff Bldg., Okiahoma City. 

OreEGoN:® Examination. Portland, April 11-12. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

RHODE IsLANb:* Endorsement. Providence, March 20, Exam- 
ination. Providence, April 3-4. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH Dakora:® Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

TENNESSEE:*® Examination. Memphis, March 19-20, Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:° Examination and Reciprocity. Fort Worth, June 23 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Utan: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Wisconsin:* Endorsement. Madison, April 25. Examination. 
Milwaukee, July 8-10. Sec., Dr. Thomas W. Tormey, Jr., 
1140 State Office Bldg., 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, June 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

AvasKa:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Puerto Rico: Examination. San Juan, March 4-7. Sec., 
Mr. Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

ARKANSAS: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

Cotorapo: Examination and Endorsement. Denver, May 7-8. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination and Endorsement. New Haven, 
June 14. Exec. Asst., Mrs. Regina G. Brown, 258 Bradley 

St., New Haven 10. 

District oF CoLtumsBia: Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 

lowa: Examination. Des Moines, April 8. Sec., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Examination. Kansas City, June 3-4. Sec., Dr. R. E. 
Stowell, University of Kansas School of Medicine, Kansas 
City 12. 

Minnesota: Examination. Minneapolis, April 1-2. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

OKLAHOMA: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 
Orecon: Examination. Portland, March 1. Dr. Earl M. 

Pallett, Sec., State Board of Higher Education, Eugene. 

RuHopE IsLanp: Endorsement. Providence, April 30. Examina- 
tion. Providence, May 14. Administrator of Professional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Examination. Austin, April. Sec., Brother Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, March 29, Milwaukee, 
June 7. Sec., Mr. William H. Barber, 621 Ransom St., 
Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


VETERANS ADMINISTRATION 


mary of VA Activities: 


Veterans in civil life, end of month 
Korean Conflict—Total 


No service in World War IL .... 
World War Il—Total 


ment b 
HOSPITAL CARE—ALL WARS 

Average daily patient load—Total . 

In VA hospitals ae 

In non-VA hospitals 
Eligible applicants—admission not 


Disabilities adjudicated service- 
connected ........ 
Other 


Average daily member load .................. 

Eligible applicants—admission not 

scheduled—end of month 
OUTPATIENT CARE—ALL WARS 


Visitors for medical care during month— 


Outpatient treatment .......... 


Dental examination cases completed 
during month . 
Dental treatment cases completed 


DISABILITY COMPENSATION OR 
PENSIONS—ALL WARS 
New cases received during month .. 
New cases adjudicated during month . 
New cases pending adjudication, end 


Active cases (running awards ), end 
of month . 
Compensation 


( service-connected ) b 


DISABILITY COMPENSATION OR 
PENSIONS—KOREA 


New cases pending adjudication, end 


a Active cases (running awards), end 


ALL WARS 


New claims pending adjudication, end 


Active cases (running awards), end 


Total 


And service in World War II ..... ; 


scheduled—end of month—Total ................ 


DOMICILIARY CARE—ALL WARS 


Compensation and pension examinations 


Pensions (non-service-connected ) ........ 


, New cases received during month ............ 
New cases adjudicated during month ...... 


Compensation (service-connected ) ...... 
Pensions (non-service-connected ) ........ 


DEATH COMPENSATION OR PENSIONS 


New claims received during month .......... 
New claims adjudicated during month .... 


22,710,000 
5.2 


55,000 
913,000 
4,342,000 
15,315,000 
2,923,000 


130,000 


113,028 
110,048 
2.980 


20,250 


S 


20,242 


16,821 


695 


154,007 


109,678 


27,317 


17,012 


3,286 


3,029 


16,812 
15,244 


41,155 
2,817,666 


2,065,630 
752,036 


14,240 
200,785 


197,142 
3,643 


11,135 
10,441 


13,287 


867,838 


The Veteran Population.—The following informa- 
tion appears in the Dec. 31, 1957, Statistical Sum- 
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386,626 
481,212 


Compensation ( service-connected ) b/.... 

Pensions (non-service-connected ) ........ 
DEATH COMPENSATION OR PENSIONS 
-~-KOREA 


Active cases (running awards), end 


Compensation (service-connected ) 35,560 
Pensions (non-service-connected ) ...... 1,139 


a/ Preliminary; subject to revision. 

b/ Includes spe cial act cases. 

Personal.—Dr. Linus A. Zink will succeed Dr. 
Frank B. Brewer as assistant chief medical director 
for operations in the VA at Washington, D. C. 
Dr. Brewer is to retire March 31, 1958, after 41 


vears of federal service. 


AIR FORCE 


Consultants Visit Medical Installations.—Dr. 
Edgar J. Poth, professor of surgery at the Univer- 
sity of Texas Medical School, recently visited U. S. 
Air Force Medical Service installations in Japan, 
Okinawa, and the Philippine Islands, where he 
rendered consultant services and conducted lec- 
tures. 

Dr. Joe C. Rude, chief of radiology, University 
of Texas Medical School, recently visited Air Force 
Medical Service installations in Germany, France, 
England, Morocco, and Libya, where he conducted 
lectures and teaching sessions. Dr. Rude presented 
a paper, “Radiographic Contributions to the Diag- 
nosis of Acute Abdominal Conditions,” at the U. S. 
Air Forces in Europe Medical-Surgical Conference 
in Wiesbaden, Germany. 


ARMY 


The Bovard Award.—At a ceremony in the Letter- 
man Army General Hospital in San Francisco, Jan. 
14, the Evangeline G. Bovard award for 1957 was 
presented to Capt. Lenora B. Wierick of the Army 
Nurse Corps. The award was established last year 
by Col. Robert Skelton, M. C., U. S. Army, retired, 
in memory of his wife, a former Army nurse. 
Colonel Skelton set aside a sum of money, the inter- 
est on which is to be presented to the nurse demon- 
strating the highest degree of professional compe- 
tence in maintaining the superior standards of the 
Army Nurse Corps. 

Captain Wierick served with a front line field 
hospital in Germany and during the Korean conflict 
received the Bronze Star for service in the forward 
areas with a mobile surgical hospital. At Letter- 
man, Captain Wierick has demonstrated outstand- 
ing skill in the care of paraplegic and acutely ill 
patients. 


World War I 
: , Other Wars and Regular Establish- 
4 
Total a / 
| 
| 
5,392 
4,832 


- 
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NAVY 


Retirements.—Capt. Otto Leo Burton, M. C., com- 
manding officer of the U. S. Naval Medical Re- 
search Unit 3, Cairo, Egypt, was retired from active 
service, Jan. 1, after completing more than 31 years 
of service.—Capt. Melville M. Driskell, M. C., was 
placed on the retired list of naval officers on Jan. 1, 
after completing more than 21 years of military 
service. 


PUBLIC HEALTH SERVICE 


Physicians Wanted for Immediate Active Duty.— 
The Public Health Service is offering immediate 
active duty assignments to physicians who qualify 
for appointment to its Commissioned Corps. Phy- 
sicians who have Selective Service obligations to 
fulfill can meet them by serving two years active 
duty in the Commissioned Corps. Public Health 
Service officers receive the same pay, allowances, 
and benefits that are received by officers in the 
armed forces serving on active duty. Officers on ac- 
tive duty are covered by retirement, social security, 
medical care (both for the officer and his depend- 
ents), and a survivor benefits annuity. They are 
also entitled to sick leave and annual leave with 
pay. 

The majority of assignments given to physicians 
in the Public Health Service are in clinical medi- 
cine, but a limited number are available in re- 
search, preventive medicine, and public health. 
The largest number of positions now available are 
for medical officers who are completing internship 
or are in residency training. However, some posi- 
tions are available for board-eligible or board-cer- 
tified specialists, e. g., pathologists, radiologists, psy- 
chiatrists, internists, surgeons, and pediatricians. 

The entrance grade for officers who have com- 
pleted an approved internship is senior assistant 
surgeon, the equivalent of captain in the Army. 
Correspondingly higher grades are given to officers 
who have had advanced training or additional 
years of experience following internship. Longevity 
credit for pay purposes (including service in the 
armed forces ) is also granted. 

Inquiries concerning careers in the Public Health 
Service or two years of active duty to satisfy Selec- 
tive Service obligations should be directed to the 
Surgeon General, U. S. Public Health Service (P), 
Washington 25, D. C. 


Graduate Training for Health Workers.—The Pub- 
lic Health Service announced Jan. 28 that it is ac- 
cepting applications from professional health work- 
ers for graduate training in public health for the 
1958-1959 academic year. This program was set up 
by Congress two years ago to help relieve the 
shortage of trained personnel in public health 
agencies. Congress voted one million dollars for 
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the first year of the program and two million dol- 
lars for the second year. A total of 895 traineeships 
have been awarded to individuals either directly by 
the Public Health Service or through grants to 
public health training institutions. Awards include 
67 for physicians; 462, nurses; 94, health educators; 
65, sanitarians; 61, sanitary engineers; 29, labora- 
tory workers; 28, dentists; 23, veterinarians; and 17 
for nutritionists. In addition to tuition and fees, 
the traineeships provide stipends covering the liv- 
ing expenses of the trainees and their legal de- 
pendents. Applications should be submitted by 
March 1, 1958. 


Personal.—Dr. Stuart M. Sessoms, who has been 
assistant director of the clinical center at the Na- 
tional Institutes of Health, has been appointed as- 
sistant director of the National Cancer Institute, it 
was announced by Dr. James A. Shannon, director 
of the National Institutes of Health. Dr. Sessoms 
succeeds Dr. William S. Baum, who has been trans- 
ferred to the Public Health Service’s Division of 
Indian Health as assistant area medical officer for 
hospital and medical care at Phoenix, Ariz. 


DEPARTMENT OF STATE 


Contribution for Malaria Eradication.—The United 
States government contributed 7 million dollars on 
Dec. 5, 1957, to the World Health Organization and 
the Pan American Sanitary Organization to further 
their work in assisting governments throughout the 
world to eradicate malaria. In a ceremony in Wash- 
ington, D. C., the Secretary of State presented a 
check of 5 million dollars to WHO Director-Gen- 
eral Dr. M. G. Candau, and another check for 2 
million dollars to Dr. Fred L. Soper, director, Pan 
American Sanitary Bureau, Regional Office of 
WHO for the Americas. In presenting the checks. 
Secretary of State Dulles said, in part: “it is most 
fitting that the United States should join with the 
World Health Organization and the Pan American 
Sanitary Organization in a unified campaign to 
eradicate what is possibly the greatest single source 
of death and sickness in the world today. This is 
malaria. Last year, malaria attacked some 200,000,- 
000 people. . . . The United States, in accordance 
with President Eisenhower's recommendation to the 
Congress, agreed with the goal of malaria eradica- 
tion set by the 1955 Assembly of the World Health 
Organization.” 

What is sought is eradication of the disease from 
virtually all malarious areas except for Africa south 
of the Sahara and a few other presently inaccessible 
places. The international effort will be carried out 
over a five-year period. For fiscal year 1958, the 
total expenditure of the United States and 60 other 
nations, plus the international organizations, is es- 
timated at $107.2 million. 
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Acree, Marvin Albin * Calhoun, Ga.; University of 
Georgia Medical Department, Augusta, 1912; died 
Dec. 4. aged 72. 


Adams, Justin Orpheus * Chattanooga, Tenn.; Uni- 
versity of Nashville Medical Department, 1895, 
died Dec. 5, aged SS, of uremia. 


Adams, Noah * Independence, \Mlo.; Barnes Medi 
cal College, St. Louis, 1899; formerly practiced in 
Kansas City, Mo., where he was associated with the 
Baptist Hospital; died in the Independence Sani- 
tarium and Hospital Dec. 6, aged $3, of cerebral 


nemorrhace. 


Anderson, William Edward * Chattanooga, Tenn.; 
Vanderbilt University School of Medicine, Nash- 
ville, 1S9S: member of the Selective Service Board 
during World Wars | and [T. died Dev 7 aged 
Sl. of heart disease 


Anthony, Abel Cornelius, Chicago; University of 
Ilinois College of Medicine, Chicago, 1931; on the 
staff of the Provident Hospital, where he died De¢ 
16, aged 57, of pulmonary embolism following a 


prostatectomy. 


Ashley, Charles L. * Dallas, Pa.; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1900; an associate member of the American 
Medical Association; served as county coroner; 
formerly practiced in Plymouth, where he was 
registrar of vital statistics and a director and vice- 
president of the Plymouth National Bank; died 


Dec. 28. aged 79. 


Barenberg, Louis H. * New York City; born Feb. 
20, 1886; Long Island College Hospital, Brooklyn, 
1914; specialist certified by the American Board of 
Pediatrics; member of the New York Academy of 
Medicine; past-president of the Bronx Pediatric So- 
ciety; served as clinical professor of pediatrics at 
the New York Medical College. Flower and Fifth 
Avenue Hospitals; held an award of merit from 
the American Medical Association for exhibit in 
1942 on “Prevention of Contagion in Pediatric 
Wards with the Use of Human Serum or Plasma”; 
associated with the Morrisania City and Jewish 
Memorial hospitals; died in the Montefiore Hos- 
pital Dec. 18, aged 71. 


Barnes, Herbert Francis, Worcester, Mass.; Tufts 
College Medical School, Boston, 1932; associated 
with the Worcester State Hospital; was killed Dec. 
7, aged 57. 


@ Indicates Member of the American Medical Association. 


DEATHS 


Barnsback, Roy Smith * Edwardsville, Ill; born 
in Edwardsville Sept. 12, 1876; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1899; 
founder and past-president of the Madison County 
Tuberculosis Association; past-president of the 
Madison County Medical Society; medical ex- 
aminer for the draft board during World War II 
and received a citation from President Roosevelt 
for his services; a founder and a director of the 
Edwardsville National Bank and Trust Company; 
associated with St. Elizabeth Hospital in Granite 
City, where he died Dec. 9, aged $3, of pulmonary 
edema and cardiac failure 


Beck, R. Donald, New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1919; served on the staff of the Gold- 
water Memorial Hospital; died Dec. 8, aged 64 


of coronary disease 


Bennett, Clayton James * Yuma, Colo.; St. Louis 
College of Physicians and Surgeons, 1923; member 
of the American Academy of General Practice; 
past-president, secretary, and charter member of 
the Yuma—Washington Counties Medical Society; 
veteran of World War I; mavor of Yuma eight 
vears and long active in the town council and 
school board; formerly practiced in La Junta, Colo., 
and Oak Creek, Colo.; died in the Veterans Admin- 
istration Hospital, Denver, Dec. 9, aged 66, of 
bleeding esophageal varices and hepatic failure. 


Bernstein, Theodore Isra * Solvang, Calif.; Uni- 
versity of Southern California School of Medicine, 
Los Angeles, 1938; member of the American Acad- 
emy of General Practice; decorated by Gen. George 
Patton for his services to the Third Army Medical 
Corps in the European invasion during World War 
Il; associated with St. Francis and Cottage hos- 
pitals in Santa Barbara; died in the University of 
California Medical Center in Los Angeles, Dec. 
13, aged 47, of leukemia. 


Beutel, Georgus Phil, Louisville, Ky.; University of 
Louisville Medical Department, 1898; an associate 
member of the American Medical Association; 
past-president of the Louisville Urological Society; 
veteran of World War I; served on the Selective 
Service Board during World War II; died Dec. 18. 
aged 79, of heart disease. 


Bickley, Robert Stanley * New York City; New 
York Homeopathic Medical College and Hospital, 
1907; formerly clinical professor of surgery at his 
alma mater; fellow of the American College of 
Surgeons; associated with Flower and Fifth Avenue 
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Hospitals and the Medical Arts Center Hospital; 
died Dec. 26, aged 71, of diabetes mellitus, myo- 
carditis, and arteriosclerosis. 


Black, William Davis ® St. Louis; Marion—Sims 
College of Medicine, St. Louis, 1896; member of 
the American Academy of Ophthalmology and 
Otolaryngology; at one time on the faculty of 
Barnes Medical College; served on the staff of 
Missouri Baptist Hospital; died Dec. 2, aged 83. 


Bloss, Raymond Henry, Bethlehem, Pa.; Medico- 
Chirurgical College of Philadelphia, 1906; asso- 
ciated with St. Luke’s Hospital, where he died Dec. 
16, aged 75, of heart disease. 


Bogia, Reuben Arnold, Philadelphia; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1904; veteran of World War I; served on the 
city health department; associated with Lankenau, 
Women’s and Children’s hospitals; died Dec. 11, 
aged 76. 


Boswell, Henry ® Sanatorium, Miss.; born in 
Hinton, Ala., March 26, 1884; University of Nash- 
ville Medical Department, 1908; became the first 
full-time field director of the Mississippi State 
Board of Health and served in that capacity for 
many years; formerly on the faculty of the Uni- 
versity of Mississippi School of Medicine in Uni- 
versity; member of the House of Delegates of the 
American Medical Association from 1922 to 1924, 
in 1926 and 1928; past-president of the Mississippi 
State Medical Association; member, past-president, 
and a member of the executive committee of the 
National Tuberculosis Association; member and 
past-president of the Mississippi Tuberculosis Asso- 
._ ciation; member and past-president of the Missis- 
sippi State Hospital Association; past-president of 
the American Sanatorium Association; vice-chair- 
man, board of trustees of mental institutions for 
Mississippi; chairman of the Mississippi Commis- 
sion on Hospital Care; member of the Central 
Medical Society, American Trudeau Society, and 
the Mississippi Trudeau Society; fellow of the 
American College of Physicians and American Col- 
lege of Chest Physicians; past-president and honor- 
ary life-time president of the Mississippi Golf 
Association; recipient in 1953 of the Civic Award 
for service to Mississippi; recently retired as super- 
intendent and medical director of the Mississippi 
State Sanatorium, where he served since 1917, and 
where he died Dec. 16, aged 73, of chronic pulmo- 
nary emphysema and bronchogenic carcinoma with 
metastases. 


Brabrook, Caroline Alexander, Whittier, Calif.; 
Northwestern University Woman's Medical School, 
Chicago, 1893; died Nov. 17, aged 87. 


Brueckner, Harold Hugo ® Canton, Ohio; Uni- 
versity of Michigan Medical School, Ann Arbor, 
1932; member of the American College of Chest 
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Physicians and the American Trudeau Society; at 
one time on the faculty of the University of Louis- 
ville (Ky.) School of Medicine; served as superin- 
tendent of the Molly Stark Hospital; formerly 
superintendent of the District Tuberculosis Hos- 
pital in Lima, Ohio; died in Ann Arbor, Mich., Dec. 
8, aged 50, of uremia and bilateral polycystic kid- 
ney disease. 


Buford, Coleman Graves ® West Palm Beach, Fla.; 
Northwestern University Medical School, Chicago, 
1894; a founder of the American College of Sur- 
geons; past-president of the Northside Branch of 
the Chicago Medical Society; formerly on the 
faculty of his alma mater; at one time practiced in 
Chicago and Elizabeth, Ill.; served on the staffs of 
St. Luke’s, Chicago Polyclinic, Henrotin, Children’s 
Memorial, and Mercy hospitals in Chicago; died 
Dec. 23, aged 85, of angina pectoris. 


Buresch-Henke, Hildegard Ida Louise Charlotte * 
Montgomery, Ala.; Schlesische—Friedrich-Wil- 
helms—Universitat Medizinische Fakultat, Breslau, 
Prussia, Germany, 1936; on the staff of St. Jude's 
Catholic Hospital; died Dec. 15, aged 60, of endo- 
carditis. 


Burkhardt, William Lincoln ® San Antonio, Texas; 
Northwestern University Medical School, Chicago, 
1947; formerly on the faculty of his alma mater; 
served as chief of professional services at the 
U. S. A. F. Hospital in Randolph Air Force Base, 
Randolph Field; died Dec. 1, aged 39. 


Burtnick, Lester Leon ® Washington, D. C.; Uni- 
versity of Maryland School of Medicine, and Col- 
lege of Physicians and Surgeons, Baltimore, 1937; 
clinical assistant professor of psychiatry at George- 
town University School of Medicine; specialist 
certified by the American Board of Psychiatry and 
Neurology; member of the American Psychiatric 
Association; veteran of World War II; died in the 
George Washington University Hospital Dec. 16, 
aged 47, of lymphosarcoma. 


Byron, Charles Stanford * Brooklyn; Cornell Uni- 
versity Medical College, New York City, 1923; 
specialist certified by the American Board of In- 
ternal Medicine; fellow of the American College 
of Physicians; member of the Endocrine Society; 
associated with Brooklyn Jewish, Adelphi, and 
Queens General hospitals; died Dec. 26, aged 59, 
of fibrosarcoma of the left leg with pulmonary and 
intraperitonea! metastasis. 


Canter, Noland Mackenzie ® Harrisonburg, Va.; 
born in Fredericksburg, July 22, 1890; Johns Hop- 
kins University School of Medicine, Baltimore, 
1913; veteran of World War I; captain in the 
medical corps of the U. S. Army from 1917 to 1920; 
formerly radiologist at the Walter Reed Hospital 
in Washington, D. C., assistant radiologist at St. 
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Joseph’s Hospital and assistant dispensary physician 
at Johns Hopkins Hospital in Baltimore; member of 
the Radiological Society of North America; in 1955 
received the doctor of science degree from Ran- 
dolph—Macon College, Ashland; first radiologist, a 
position held for 27 years, Rockingham Memorial 
Hospital, where he died Dec. 9, aged 67, of coronary 
thrombosis. 


Carroll, Chester David, New York City; Tufts Col- 
lege Medical School, Boston, 1927; member of the 
Medical Society of the State of New York; veteran 
of World War I; died in the Brooklyn Hospital 
Dec. 6, aged 64, of arteriosclerosis, and myocardial 
infarction. 


Chaffee, Spencer Norman * Solomon, Kan.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; on the 
staff of the Dickinson County Hospital, Abilene; 
died Dec. 11, aged 89, of cerebral arteriosclerosis. 


Chapman, Dan Williams * Selma, Ala.; University 
of Cincinnati College of Medicine, 1946; formerly 
a resident at the Ochsner Foundation Hospital in 
New Orleans; veteran of World War II; died in the 
Selma Baptist Hospital Dec. 11, aged 35, of burns 
received when his bed was destroyed by fire. 


Chrisman, John Hall, Owenton, Ky.; Kentucky 
School of Medicine, Louisville, 1892; veteran of 
World War I; served on the staff of the Owen 
County War Memorial Hospital; died Dec. 6, aged 
88, of a heart attack. 


Colcord, Albert Jackson * Port Allegany, Pa.; Uni- 
versity of Buffalo School of Medicine, 1911; died 
Oct. 27, aged 69, of cancer of the bladder. 


Cole, Harold Paul * Thurman, Iowa; Northwestern 
University Medical School, Chicago, 1911; served 
on the school board; president of the Thurman 
State Bank; died in the Jennie Edmundson Hos- 
pital, Council Bluffs, Dec. 9, aged 69, of coronary 
occlusion. 


Collins, Dean Albert, Princeton, N. J.; born in 
Caledonia, Minn., Oct. 14, 1904; University of 
Minnesota Medical School, Minneapolis, 1934; in- 
structor in physiology at his alma mater from 1930 
to 1937; research professor of pharmacology at 
Temple University School of Medicine, Phila- 
delphia, where in 1937 he became assistant pro- 
fessor of physiology, which post he held until 
1941, when he was promoted to associate professor, 
from 1945 to 1948 served as professor of physiology 
and from 1948 to 1956 professor and head of the 
department of pharmacology; from 1943 to 1945 
was associate professor of physiology at the Uni- 
versity of Illinois College of Medicine in Chicago; 
member of the American Physiological Society, the 
Society of Experimental Biology and Medicine, 
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American Association for the Advancement of 
Science, and American Heart Association; died 
Dec. 3, aged 53, of myocardial infarction. 


Crawford, Rena, New Orleans; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1915; served 
on the faculty of the Louisiana State University 
School of Medicine; member of the American Acad- 
emy of Pediatrics; for many years associated with 
Southern Baptist Hospital, where she died Dec. 15, 
aged 79. 


Currie, Ray Edward, Oakland, Calif.; Northwestern 
University Medical School, Chicago, 1931; for many 
years served in the regular Army; veteran of World 
War II; associated with Herrick Memorial Hospital 
in Berkeley; died in Spokane, Wash., Nov. 16, aged 
52, of carcinoma. 


Kennedy, Robert Bryson * Detroit; born in Valley 
City, N. D., May 14, 1895; University of Toronto 
Faculty of Medicine, Toronto, Ontario, Canada, 
1918; specialist certified by the American Board of 
Obstetrics and Gynecology; past-president of the 
Michigan Society of Obstetricians and Gynecolo- 
gists; member of the Central Association of Obste- 
tricians and Gynecologists; fellow of the American 
College of Surgeons; formerly on the faculty of 
Wayne University College of Medicine; served as 
chief of the department of obstetrics at Woman's 
Hospital and St. Joseph’s Mercy Hospital; died in 
West Palm Beach, Fla., Dec. 17, aged 62, of myo- 
cardial infarction and arteriosclerotic heart disease. 


Kittrell, John Moore * Jena, La.; Tulane University 
School of Medicine, New Orleans, 1920; served as 
vice-president of the Rapides Parish Medical So- 
ciety; veteran’ of World War I; formerly director 
of the Jones County (Miss.) Health Department; 
chief of Jena Hospital; on the staffs of St. Frances 
Cabrini Hospital and Baptist Hospital in Alexan- 
dria; died in Laurel, Miss., Dec. 26, aged 61, of 
acute pulmonary edema. 


Kriz, Rudolph Edmund, Lynch, Neb.; University of 
Nebraska College of Medicine, Omaha, 1917; served 
as president of the Holt Northwest County Medical 
Society; during World War II appointed medical 
consultant for the Selective Service System and for 
this service received presidential recognition; for 
many years on the staff of the Sacred Heart Hos- 
pital; vice-president of the Lynch and _ Bristow 
banks; died in the Bishop Clarkson Memorial Hos- 
pital, Omaha, Dec. 13, aged 65, of uremia. 


LoCricchio, John * Youngstown, Ohio; University 
of Michigan Medical School, Ann Arbor, 1931; 
specialist certified by the American Board of Pa- 
thology; fellow of the American Society of Clinical 
Pathologists; formerly on the staff of Lima Me- 
morial and St. Rita’s hospitals in Lima, Christian 
H. Buhl Hospital in Sharon, Pa., and St. Vincent's 
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Hospital in Bridgeport, Conn.; chief pathologist 
and director of laboratories, St. Elizabeth Hospital, 
where he died Dec. 28, aged 53, of myocardial in- 
farction. 


Lowe, Charles Reuben ® Boise, Idaho; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1911; served as superintendent of the 
State Hospital South in Blackfoot and the Nampa 
State School and Colony in Nampa; veteran of 
World War I; died Dec. 16, aged 78. 


Lowry, David O. ® Cooper, Texas; Memphis (Tenn.) 
Hospital Medical College, 1901; member of the 
American Academy of General Practice; veteran of 
the Spanish-American War; died Dec. 16, aged 82, 
of a heart attack. 


Makowski, Dean ® New York City; Jefferson Medi- 
cal College of Philadelphia, 1930; specialist certi- 
fied by the American Board of Urology; member of 
the American Urological Association; fellow of the 
International College of Surgeons; associate clinical 
professor of urology at the New York University 
College of Medicine and the New York University 
Post-Graduate Medical School; associated with 
New York University—-Bellevue Medical Center and 
St. Luke’s Hospital; died Dec. 22, aged 54, of 
coronary occlusion. 


McClelland, Joseph Edgar * Cleveland; Western 
Reserve University School of Medicine, Cleveland, 
1912; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; formerly on the faculty of his alma 
mater; served in France during World War I; 
associated with Babies and Childrens Hospital; 
died in the Lakeside Hospital Dec. 17, aged 70, of 
cerebral embolism. 


McIntyre, Howard Dixon ® Cincinnati; born in 
Boulder, Mont., Nov. 10, 1891; University of Cin- 
cinnati College of Medicine, 1920; clinical professor 
of neurology at his alma mater; specialist certified 
by the American Board of Psychiatry and Neu- 
rology; member of the American Academy of 
Neurology, American Psychiatric Association, and 
the Central Neuropsychiatric Association; acted as 
medicolegal psychiatric consultant to the courts 
of Hamilton County; consultant to many railroads, 
including Pennsylvania, Southern, Baltimore and 
Ohio, and the Louisville and Nashville; associated 
with Cincinnati General, Children’s, Dunham, and 
St. Francis hospitals; member and past-president of 
the staff of the Good Samaritan Hospital, where he 
died Dec. 22, aged 66. 


McKinstry, Guy Hale ® Washington, Pa.; Univer- 
sity of Pennsylvania School of Medicine, Phila- 
delphia, 1910; past-president of the Washington 
County Medical Society; a member of the Blue 
Shield of Pennsylvania from its inception and was 
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its executive director for ten years; past-president 
of the Washington Rotary Club; formerly practiced 
in Pittsburgh, where he was associated with St. 
Margaret's Hospital; director and president of Hills- 
view Clinic; died Dec. 22, aged 73. 


McMurray, Frederick Arnold ® Vashon, Wash.; 
Rush Medical College, Chicago, 1920; died Dec. 16, 
aged 65, of cancer of the kidney. 


Mountford, Arthur Harold, Tuscaloosa, Ala.; Uni- 
versity of Vermont College of Medicine, Burlington, 
1912; specialist certified by the American Board of 
Psychiatry and Neurology; service member of the 
American Medical Association; served as manager 
of the Veterans Administration Hospital; retired 
from the Veterans Administration March 31, 1956, 
died Dec. 18, aged 71, of cerebral vascular accident 
and arteriosclerosis. 


Rucker, Henry Cowles ® Chula, Va.; Columbian 
University Medical Department, Washington, D. C.. 
1902; past-president of the Amelia County Medical 
Society; died in St. Luke’s Hospital, Richmond, 
Dec. 22, aged 79, of carcinoma of the stomach. 


Sadler, William Loyd, Little Rock, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1915; 
assistant clinical professor of surgery at his alma 
mater; died Dec. 10, aged 73. 


Schaeffer, Joseph Randall ® Philadelphia; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1936; on the staffs of the Germantown Hos- 
pital and the Nazareth Hospital, where he died 
Dec. 27, aged 47, of hypertension and _arterio- 
sclerotic cardiovascular disease. 


Schilling, Falko Wilhelm, Manchester, N. H.; 
Friedrich-Wilhelms—Universitat Medizinische Fa- 
kultaét, Berlin, Prussia, Germany, 1911; member of 
the American Academy of General Practice and 
past-president of the New Hampshire Chapter; a 
staff member of the Notre Dame Hospital, where 
he died Dec. 7, aged 72, of acute leukemia. 

Schorr, Robert Lee ® Detroit; Detroit College of 
Medicine, 1893; served on the staff of the Harper 
Hospital; died Dec. 11, aged 84, of coronary oc- 
clusion. 


Siragusa, Matteo, Brooklyn; Regia Universita degli 
Studi di Palermo. Facolta di Medicina e Chirurgia, 
Italy, 1905; died in San Remo, Italy, Dec. 30, 
aged 80. 


Slack, Harry Richmond Jr. * Baltimore; born in La 
Grange, Ga., Nov. 29, 1888; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1912; assistant 
professor emeritus of laryngology and otology at 
his alma mater; visiting professor of otolaryngology 
at the Peking Union Medical College in Peking, 
China, 1922-1923; fellow of the American College 
of Surgeons; veteran of World War I; associated 
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with the Hospital for Women, Presbyterian Eye, 
Ear and Throat Hospital, Church Home and In- 
firmary, Bon Secours Hospital, and Union Memorial 
Hospital; died Dec. 12, aged 69, of myocardial 
degeneration and arteriosclerosis. 


Smith, Linton S. * Atlanta, Ga.; Atlanta College of 
Physicians and Surgeons, 1902; served on the staffs 
of the Georgia Baptist and Crawford W. Long 
Memorial hospitals; died Dec. 10, aged 76, of coro- 
nary thrombosis. 


Taylor, Charles Irwin * Pomeroy, Iowa; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; asso- 
ciated with St. Joseph Mercy Hospital and Lutheran 
Hospital; died Nov. 15, aged 86, of cerebral hemor- 
rhage. 


Taylor, John Goodwin * Philadelphia; University 
of Pennsylvania School of Medicine, Philadelphia, 
1919; certified by the National Board of Medical 
Examiners; served on the staff of the Methodist 
Episcopal Hospital, where he died Dec. 23, aged 66. 


Terrill, Frank Irving ® Deer Lodge, Mont.; Uni- 
versity of Michigan Medical School, Ann Arbor, 
1925; first president of the Montana Trudeau So- 
ciety; member of the American College of Chest 
Physicians; fellow of the American College of Sur- 
geons; medical superintendent of the Montana 
State Tuberculosis Sanitarium; died Dec. 21, aged 
56, of myocardial failure. 


Thomas, Belle, St. Petersburg, Fla.; Cornell Uni- 
versity Medical College, New York City, 1907; 
member of the Medical Society of the State of New 
York; an associate member of the American Med- 
ical Association; died in Hendersonville, N. C. 
Nov. 9, aged 87. 


Tuby, Martin H., Brooklyn; New York Homeopathic 
Medical College and Flower Hospital, New York 
City, 1929; served on the Selective Service Board 
during World War II; member of the Medical So- 
ciety of the State of New York and the American 
Association of Railway Surgeons; associate surgeon 
at the Swedish Hospital, where he died Dec. 26, 
aged 52, of a cerebral accident. 


Tumarkin, Joseph S., Miami Beach, Fla.; University 
of Moscow Faculty of Medicine, Russia, 1924; died 
Nov. 15, aged 60. 


Verbrick, Willard Conrad, Little Chute, Wis.; Mar- 
quette University School of Medicine, Milwaukee, 
1928; an associate member of the American Med- 
ical Association; on the staff of the Central State 
Hospital in Waupun; died Nov. 19, aged 56, of 
coronary occlusion. 


Wagner, James Holliday, Selma, Calif.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1896; served as county health officer; formerly on 
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the staffs of Burnett Sanitarium in Fresno and the 
Fowler Municipal Hospital, where he died Dec. 
22. aged 84, of cerebral thrombosis. 


Walo, Theresa J., Miami, Fla.; Homeopathic Med- 
ical College of Missouri, St. Louis, 1907; died Dec. 
7, aged 88. 


Watson, Lois Holmes Brock ® San Francisco; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1928; specialist certified by the American 
Board of Obstetrics and Gynecology; associate clin- 
ical professor of obstetrics and gynecology at her 
alma mater; past-chairman of the medical staff, 
Children’s Hospital; died in the Notre Dame Hos- 
pital Nov. 26, aged 56, of carcinoma of the ovary. 


Wayland, Raymond Theodore * San Jose, Calif.; 
Jefferson Medical College of Philadelphia, 1913; 
fellow of the American College of Surgeons; past- 
president of the Santa Clara County Medical So- 
ciety; a founder and for three years president of 
the staff at San Jose Hospital, where he died Dec. 
16, aged 67. 


Weissmiller, Lester Lee ® Rutland Heights, Mass.; 
University of Wisconsin Medical School, Madison, 
1930; member of the Louisiana State Medical So- 
ciety; fellow of the American College of Hospital 
Administrators and the American Hospital Asso- 
ciation; veteran of World War II; at one time med- 
ical director of the Ochsner Foundation Hospital 
in New Orleans; manager of the Veterans Admin- 
istration Hospital, where he died Dec. 7, aged 54, 
of coronary thrombosis with acute anterior myo- 
cardial infarction. 


Williams, James Ernest, Doniphan, Mo.; National 
University of Arts and Sciences Medical Depart- 
ment, St. Louis, 1913; died in the Doctors Hospital, 
Poplar Bluff, Nov. 16, aged 77, of arteriosclerotic 
cardiovascular disease. 


Windmueller, Charles R. A., Chicago; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; died 
Dec. 24, aged 79, of cirrhosis of the liver. 


Yates, Marion Twitty, Captain, U. S. Navy, Opa 
Locka, Fla.; Medical College of South Carolina, 
Charleston, 1935; service member of the American 
Medical Association; entered the U. S. Navy in 
1937; a medical officer 21 years, having served on 
three ships, in seven base hospitals, and in Hawaii; 
awarded the Purple Heart during World War II; 
received many distinguished medals; died in the 
U. S. Marine Corps Air Station in Miami Dec. 14, 
aged 48, of coronary thrombosis. 


York, Alexander Arthur ® High Point, N. C.; Med- 
ical Department of Grant University, Chattanooga, 
Tenn., 1907; died in Durham Dec. 10, aged 80. 
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CANADA 


What Does the General Practitioner Do?—Much 
light is cast on the nature of the work of Ontario 
general practitioners by a study recently made by 
the Statistical and Research Department of Physi- 
cians Services Inc. This organization studied 140,000 
account cards submitted by members in March, 
1957, and found that general practitioners still have 
most of the office visits, home calls, and night calls, 
the figure for office visits being 78% and for home 
calls 85% of the total. They gave 64% of the general 
anesthetics, and were responsible for 56% of all 
electrocardiogram interpretations and 40% of all 
roentgenological interpretations. They also do about 
50% of the laboratory procedures and 33% of the 
endoscopies. They were found to do almost 50% of 
the appendectomies, no less than 40% of gallbladder 
and hernia operations, and about 25% of the oper- 
ations on the stomach, duodenum, and colon. They 
were also responsible for 50% of the hemorrhoidec- 
tomies and tonsillectomies, and 25% of varicose vein 
ligations. They performed nearly 33% of standard 
obstetric and gynecological procedures, including 
cesarean section, dilatation and curettage, and 
hysterectomy and ovariotomy but did little otolaryn- 
gological, neurosurgical, ophthalmological, radio- 
therapeutic, and formal psychotherapeutic work. 
About 14% of the plastic surgery and urology was 
in their hands, and they managed 81% of the dis- 
locations and 71% of the fractures. Other activities 
mainly within the sphere of the general practitioner 
were well-baby care (73%), obstetrics (72%), 
minor surgery (70%), and preventive injections 
(78%). 


Systolic Murmurs in Mitral Stenosis.—Interpretation 
of the significance of an apical systolic murmur has 
become of great practical importance with the advent 
of mitral surgery. Gialloreto and co-workers (Canad. 
M. A. J. 77:1085, 1957) therefore analyzed the first 
150 patients operated on in their hospital for mitral 
stenosis, with particular reference to the murmurs 
present. Of these, all were shown to have a mitral 
stenosis at operation; 73 had had a mitral systolic 
murmur previously. Nevertheless, in only 16 of 
these patients was mitral insufficiency verified at 
operation when a regurgitant jet was felt with the 
finger, over the mitral valve. Unfortunately the re- 
gurgitant jet was also felt in three patients without 
a systolic murmur. In 27 others the murmur was 
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interpreted as a sign of tricuspid insufficiency. 
while in another 30 no explanation could be given 
of the murmur, which was probably associated in 
some unknown way with the mitral lesion. Hence 
it would seem that a mitral systolic murmur does 
not contraindicate operation provided it does not 
represent a predominant mitral regurgitation. This 
possibility should be eliminated by careful study 
of symptoms and of the murmur, together with aid 
from fluoroscopy and routine electrocardiography. 
If the latter reveal signs of left ventricular hyper- 
trophy, operation is contraindicated. Cardiac cath- 
eterization is reserved for exceptional cases. Tech- 
niques for exploring the left auricle, with recording 
of pressures, angiocardiography, electrokymogra- 
phy, and calculation of mitral surface seem super- 
fluous in most patients. 


Canadian Conference on Nursing.—Because an in- 
creasing number of problems cannot be solved by 
nursing leaders alone, a conference was called in 
Ottawa in November with representation from 
health authorities, nurses, physicians, hospitals, gov- 
ernments, voluntary agencies, and others. After 
plenary sessions and meetings of study groups, the 
conference recommended that (1) nurse training be 
an educational process, preferably through a school 
planning and controlling the complete education, 
(2) the budget of the nursing school be separated 
from any budget of the hospital in general, (3) re- 
search projects be undertaken by interested agencies 
to determine the needs of the public for nursing 
services, the types of personnel now meeting those 
needs, the possibility of reassignment of tasks to 
existing and new groups of nursing personnel, and 
the best and most economical ways of preparing 
nursing personnel, (4) the Canadian Nurses’ Asso- 
ciation investigate methods of expanding recruit- 
ment, selection, and training of nurses for advanced 
studies, (5) all planning for nursing education in- 
clude planning for preparation of the nursing as- 
sistant, (6) liaison be improved with organized med- 
ical and hospital groups and with government and 
other agencies, (7) pressure to learn scientific tech- 
niques not be allowed to submerge the art of nurs- 
ing, and that the importance of the human relation- 
ship be constantly emphasized, and (8) attention 
be given to provision of nursing care in the home 
in the expanding hospital care program. 


Costs of Hospital Care Insurance.—Insurance agen- 
cies have long used the waiting period as a device 
to cut down costs of insurance and to deter insured 
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persons from excessive use of coverage. In the hospi- 
tal insurance field, the application of a waiting period 
of three days, for example, means that on each ad- 
mission the insured finances himself the first three 
days of his hospital stay and the agency then takes 
over the bill. Mindful of the imminence of a hospital 
insurance plan for Ontario and other provinces, 
Sellers, (Canad. M. A. J. 77:1132, 1957) made some 
calculations of the effect of imposing an absolute 
waiting period on the cost of a plan universally 
applied in Ontario. Basing his calculations on sta- 
tistics for Ontario public general hospitals in 1951, 
he showed that a waiting period of three days for 
hospital benefits would eliminate from benefit about 
30% of all patients hospitalized, and about 25% of 
all hospital days. Hence application of such a wait- 
ing period would substantially reduce the cost of a 
hospital plan and therefore of the premiums, while 
the direct cost to subscribers would be small. The 
alternative of restricting benefits to patients with a 
stay of more than three (i. e., paying for the first 
three days out of the insurance fund if the patient 
stays more than three days) is not nearly so satis- 
factory, for only 5% of hospital days would be 
eliminated by this method. 


Renal Failure.—Palmer and co-workers (Canad. M. 
A. J. 77:11, 1957) summarized their methods of 
management of renal failure, stressing the impor- 
tance of dialysis in certain cases. In a second paper 
(Canad. M. A. J. 77:1078) they discussed the clini- 
cal features of their series of 54 patients treated for 
acute renal failure over a period of 10 years. They 
point out that about 67% of the patients had 
ischemic nephrosis, mostly following such obstetric 
complications as abortion and eclampsia or major 
operation with shock or severe crushing injury. In 
these patients shock causing severe renal ischemia 
was a more potent factor in failure than hemolysis 
alone. Only two cases could be ascribed to trans- 
fusion reactions. The other 33% had nephrotoxic 
nephrosis, mainly due to carbon tetrachloride poi- 
soning, acute alcoholism, or mercuric chloride poi- 
soning. There was one patient with acute glome- 
rulonephritis. The most notable clinical feature was 
severe oliguria, persisting for a week or longer, and 
the most characteristic feature was an azotemia of 
progressive severity with early and persistent gastro- 
intestinal manifestations and late cerebral disturb- 
ances. Overhydration was probably present in all 
patients though only manifest clinically in 50% 
as pulmonary or peripheral edema, and it likely 
contributed to symptoms in all patients. It was en- 
tirely due to errors of management. Anemia was 
most marked in the ischemic group. The only severe 
electrolyte disturbance was hyperkalemia, which 
caused death in one patient and correlated poorly 
with electrocardiographic changes. With the onset 
of diuresis, usually in the second week, recovery 
was rapid but azotemia became worse for a few 
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days until excretory function became effective. The 
mortality rate of 50% was worse in the ischemic 
group than in the nephrotoxic group. 


DENMARK 


X-ray Treatment of Tonsillitis——Hansen and Secher 
(Nordisk medicin, Nov. 28, 1957) sent a question- 
naire to the 142 patients given x-ray treatment for 
their tonsillitis. Of the 119 who replied, 25 were 
men, 47 were women, and 47 were children. Most 
of the children were given this treatment for hyper- 
trophy of the tonsils and most of the adults for 
chronic tonsillitis, Some had been febrile, with 
full-blown angina faucium, and had preferred the 
x-rays to tonsillectomy. Complete recovery after 
treatment was claimed in 37%, marked improve- 
ment in 38%, slight improvement in 5%, and no im- 
provement in 20%. An average of 15 to 20 days of 
sickness yearly from this cause occurred before the 
institution of this treatment and after it only 5 days 
of sickness occurred yearly. Tonsillectomy was sub- 
sequently performed in 19%. Transient discomfort 
from the treatment, such as dryness of the throat, 
was experienced in 20%. It was concluded that 
x-ray treatment may be indicated for tonsillitis 
when (1) the symptoms are not severe enough 
clearly to indicate tonsillectomy, (2) operative 
treatment is contraindicated, (3) the patient refuses 
operation, or (4) an epidemic of poliomyelitis is 
present in the community. 


Medicolegal Problems.—The Retslaegeraad is an 
official body whose task it is to deal with disci- 
plinary and other cases in which the medical pro- 
fession and certain ancillary services are involved 
The annual report for 1954 of this body, according 
to Ugeskrift for lager, Dec. 12, 1957, covers a wide 
range of subjects, from paternity cases and criminal 
abortions to lapses from sobriety and the practice 
of medicine by quacks, and deals in detail with 41 
of the 3,872 cases dealt with in this year. Problems 
concerned with castration or sterilization arose in 
463 cases including that of the man given permis- 
sion to submit to sterilization on the plea that his 
wife was frail in consequence of infantile paralysis 
contracted in childhood. There were 1,041 cases 
hinging on alcohol. In one of them the Retslaegeraad 
was asked to explain how two persons consuming 
the same quantity of alcohol could have different 
concentrations of alcohol in their blood (0.07 and 
0.16% respectively ). In the answer it was suggested 
that these data tend to stultify the evidence pro- 
vided by blood tests for the alcohol level. One of 
the cases of quackery dealt with was that of a boy 
whose poliomyelitis was treated in an acute, febrile 
stage by a quack. The boy’s right arm became para- 
lyzed. On the assumption that this paralysis had 
been aggravated by inadequate rest and a faulty 
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posture of the arm, and also on the assumption 
that the boy was infectious at the time, the quack 
was given 60 days in prison. In 43 cases the 
Retslaegeraad had to deal with mishaps caused by 
drugs given injudiciously. In one such case a nurse 
on duty in a home for old folk had been confronted 
by one of its inmates the worse for liquor. To soothe 
him she gave him chloral with morphine from which 
he died a few hours later. Evidently she had been 
unaware of the observation that a previous dose of 
alcohol may render fatal a dose of morphine which 
would otherwise have been innocuous. She could 
hardly have been expected to know this and was 
accordingly exonerated. 


Allergy to Coffee.—Dr. E. Bruun (Nordisk medicin, 
December, 1957) reported a series of six patients 
with allergy to coffee due to occupational exposure. 
Their ages ranged from 15 to 34 years, and their 
exposure to coffee had lasted only a short time. 
The most common complaint was vasomotor rhin- 
itis, but in some asthma and angioneurotic edema 
occurred. None of the patients suffered from eczema. 
Their symptoms were coterminous with exposure 
to coffee, ceasing when they were on holiday. In- 
tracutaneous injections of coffee extracts gave posi- 
tive reactions even when the dosage was very 
minute. The cutaneous allergy was equally marked 
whether the extract was from the bean or from 
ground coffee but there was no reaction from coffee 
which had been boiled for three minutes. This may 
explain why the patients could drink coffee with 
impunity, the allergen at fault having evidently 
been destroyed by boiling. Four of the patients also 
showed cutaneous allergy to hazel nuts which may 
therefore possibly contain a closely related allergen. 
The law provides compensation for the victims of 
eczema and asthma provoked by allergy to flour, 
and Bruun suggested that similar compensation be 
extended to the victims of allergy to coffee. 


Standardization of Sutures.—In 1954 the Danish 
Surgical Society appointed a committee to deal 
with the standardization of suture materials. In 
Ugeskrift for lager, Jan. 9, Dr. Madsen reported 
that this committee has revolutionized one supply 
problem of operation rooms where the nurse in 
charge used to have to memorize the requirements 
of different surgeons. Henceforth surgeons need 
not worry about the conflicting claims of different 
preparations, but can rely on the guarantee of the 
standardized material available for their use. The 
cost of suture material has been reduced by the 
elimination of different brands which were formerly 
kept in stock even though the demand for them 
may have been small. 


The Prognosis in Epilepsy.—Kiérboe and co-work- 
ers (Ugeskrift for lager, Jan. 2, 1958) reported a 
follow-up study of 130 epileptics whose epilepsy 
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had begun after the age of 17 years. They were 
among the 156 epileptics who, four to seven years 
earlier, had been admitted to hospital on account 
of this disease. During this interval 13 had died, 
but in only one case had death been traceable to 
the epilepsy (drowning during a seizure). An 
electroencephalogram was made both at the first 
examination and at the follow-up. The first tracings 
by themselves proved of little value to the prog- 
nosis, whereas when repeated they proved helpful. 
In 85% of the patients, the course of the disease 
was much the same in the first year of observa- 
tion as in the following years. About 45% were free 
from seizures for at least four years. The patients 
with automatic epilepsy had a worse prognosis than 
those with other types. It was concluded that, as a 
rule, the epileptic who has had no seizure for two 
years may be granted a license to drive a car, the 
risk of his having a seizure while driving being 
presumably less than the risk that the elderly 
driver will have a coronary thrombosis or cerebral 
hemorrhage. Of the 12,000 traffic accidents dealt 
with in a hospital in 1954, only 18 were traced to 
an epileptic seizure; but balanced against these 
figures must be those showing that about 5% of 
the 680 epileptics driving cars between 1953 and 
1955 were held responsible for traffic accidents. 
Because of the necessity for workers in many in- 
dustries, even farming, to be free to drive a car in 
order to make a living, the authors plead for a fair 
deal for the epileptic. 


INDIA 


Hypothermic Cardiac Arrest.—P. K. Sen and co- 
workers (Indian Journal of Medical Sciences, vol. 
11, December, 1957) stated that open cardiac surg- 
ery under hypothermia is limited primarily by the 
short period for which the heart can be excluded 
from the circulation without causing permanent 
damage to the brain. The chilled heart is also 
particularly susceptible to ventricular fibrillation 
during such procedures. Greater technical accuracy 
is possible, however, when the heart rate is slowed 
by hypothermia. The safe limit for inflow occlusion 
should also then be greatly increased. A prelimi- 
nary series of experiments were therefore performed 
on dogs, with use of surface cooling to produce 
hypothermia; 18 healthy adult dogs were anesthe- 
tized with thiopental sodium and _ subjected to 
severe hypothermia. Hyperventilation was carried 
out by means of a positive-pressure pump connect- 
ed to an endotracheal cuff tube. Cooling was con- 
tinued until arrest or near-arrest developed. The 
lowest rectal temperatures recorded were between 
9 and 15 C. Total cardiac arrest occurred in seven, 
while in the rest the heart rate fell to six per min- 
ute or lower. The period of arrest or near-arrest 
varied between 15 and 20 minutes. Rewarming was 
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done by immersion in warm water at 45 C. Hyper- 
ventilation was continued except during the period 
of total arrest. Fourteen dogs survived the experi- 
ment on being rewarmed. Of the seven with com- 
plete cardiac arrest, four survived with resumption 
of normal cardiac activity on rewarming. No thora- 
cotomy or cardiotomy was performed. During cool- 
ing the fall in body temperature was uniformly 
rapid down to 20 C which was reached in an hour. 
Further reduction in temperature became progres- 
sively slower and sometimes took four to seven 
hours. 

Electrocardiographic tracings showed a progres- 
sive slowing in conduction of the impulse through 
the heart, more so during repolarization than de- 
polarization. Major conduction blocks were not 
frequent nor were ectopic beats. Ventricular fibril- 
lation was not observed in this series, but ventricu- 
lar or nodal rhythms at temperatures below 18 C 
were common. Auricular standstill often developed 
at this stage. The absence of ventricular fibrillation 
may be due to continuous hyperventilation and the 
absence of surgical or mechanical insult to the 
heart or great vessels. Certain general changes were 
noticed after recovery as a sequel to the deep hypo- 
thermia. There was a general loss of hair and the 
hair took weeks to reappear, that on the shaven 
parts being affected most. The animals lost 3 to 
7 kg. in the first two or three postoperative weeks. 
This may have been due to the severe stress of the 
hypothermic process and the consequent negative 
nitrogen balance. 


Hepatic Cirrhosis.—M. N. Bhattacharya ( Antiseptic, 
vol. 55, January, 1958) studied 200 cases of cir- 
rhosis of the liver in the Assam Medical College 
Hospitals. The diagnosis was based mainly on clin- 
ical features and liver function tests. Patients with 
clinical manifestations of hepatic insufficiency, with 
an enlarged liver but without a palpable spleen. 
and those with enlarged spleens and ascites, but 
without any complaints pointing to hepatic insuffi- 
ciency, were subjected to liver function tests and 
if these showed a disturbed liver function, a diag- 
nosis of cirrhosis was made. A patient with clinical 
features of hepatic insufficiency, an enlarged 
spleen, ascites, and with or without an enlarged 
irregular liver was given a diagnosis of cirrhosis. 
Of these cases, 73% occurred in the age group of 
20 to 49 years, the maximum incidence being in the 
fourth decade; 80.5% were men and 19.5% were 
women. About 90% came from the low income 
groups; 7% gave a history of infective hepatitis; 
and 21% were alcoholic. Swelling of the abdomen 
and edema of the legs were the commonest com- 
plaints for which patients sought medical advice. 
The blood pressures were within the normal range. 
Estimations of blood proteins gave low values for 
total blood protein and albumin while globulin was 
increased and the albumin-globulin ratio was de- 
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creased. Leukocyte counts were within normal 


range. About 93.5% had hemoglobin values below 
70%. Stools from 56% of the patients contained 
parasites. Bronchitis complicated 18.5%; pyelone- 
phritis 15%; and tuberculosis 1.5% of the cases. 

Thus, in this series, cirrhosis of the liver was seen 
to occur in an earlier age group than in the western 
countries. Nearly all cirrhotic patients suffered from 
protein deficiency and, except for infective hepatitis 
and alcoholism which together accounted for 28% 
of the patients, nutritional deficiency, primary or 
secondary to tropical diseases, was the chief factor 
in the production of the cirrhosis. Most of the pa- 
tients either missed the early symptoms of hepatic 
insufficiency such as nausea, anorexia, and flatulence 
or did not have them and came for treatment at a 
later stage when ascites or edema had already ap- 
peared. The high incidence in the low-income group 
is related to deficiency of protein in the diet, while 
secondary nutritional deficiency resulting from trop- 
ical diseases, loose stools, and intestinal parasites 
was also commonly seen in this series. 


Trachoma.—Speaking at the National Seminar on 
Communicable Eye Diseases, Dr. C. G. Pandit. 
Director of the Indian Council of Medical Research, 
said that trachoma is the greatest single cause of 
blindness in India. He stressed the need for a mass 
control program. Dr. M. Radovanovic, World 
Health Organization senior adviser to the Trachoma 
Pilot Project, said that an ophthalmologist when 
presented with a patient with trachoma must look 
not merely at the eve but must also seek the en- 
vironmental, cultural, and personal habits that pre- 
disposed the patient to trachoma or any other eve 
infection. 


Association of Medical Women.—Inaugurating the 
Golden Jubilee Session of the Association of Medi- 
cal Women in December in Bombay, the Ministet 
for Health stated that the government is consider- 
ing the formation of a Central Health Cadre and 
hoped that women with necessary training and ex- 
perience would be available for inclusion in this 
central service when it came into existence. He 
suggested that the younger members of the asso- 
ciation should venture into various fields of medi- 
cine and assured the organization of the govern- 
ment’s fullest support. He said that medical women 
can fill a special need in such fields as school 
health, family planning, health education, and tu- 
berculosis work among women and children. 


Maternal and Child Health.—According to the re- 
port of the World Health Organization regional 
director for Southeast Asia, it has come to be real- 
ized that in order to serve a community best in 
the field of maternal and child health a community 
health program is needed in which the mother and 
child are given special attention. Where malnutri- 
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tion and infectious diseases are still widespread, it 
is not practicable to attempt to meet the needs 
through services in which curative and preventive 
care are separated. The present position in child 
care in all countries of the region is that there 
is a division between curative services which are 
given by physicians in hospitals or outpatient clin- 
ics and are mostly limited to towns, and preventive 
services which are mainly the domain of auxiliary 
personnel occasionally supervised by medical staff. 
In the future, in order to secure adequate and ef- 
fective services for children, it will be essential 
to improve the teaching of pediatrics in medical 
schools. Great progress has been made in the teach- 
ing of pediatrics in several medical colleges in In- 
dia specifically in connection with WHO-UNICEF- 
assisted maternal and child health projects. In 
Nagpur an independent department of pediatrics 
was created and teaching was extended to three 
months. A child welfare clinic was set up on the 
medical college grounds and a separate clinic for 
spastic children, the first in the region, was also 
established. In Hyderabad, two child health cen- 
ters were established in order to demonstrate to 
the students the unity of the preventive and cura- 
tive aspects of child care. In Lucknow the two 
child welfare centers already established were 
adapted for use as a supplement to the academic 
courses in preventive pediatrics. On the suggestion 
of WHO personnel, the teaching of pediatrics in 
the first clinical year will consist of the growth, 
development, and supervision of the normal] child. 
Only after that will the students be taught the 
pathology of childhood. 


Peptic Ulcer.—Bamji and Mudur (Current Medical 
Practice, vol. 1, December, 1957) used oxyphen- 
onium bromide, a synthetic anticholinergic qua- 
ternary ammonium compound, in the treatment of 
39 patients with chronic peptic ulcer; 38 of these 
were men. All patients had duodenal ulcer except 
one who showed no radiologic evidence of ulcer 
but had a history typical of peptic ulcer and hyper- 
acidity. Most of the patients were between 20 and 
39, but three were between 60 and 65. The pre- 
senting symptom was pain in the abdomen, mostly 
in the epigastrium, though three patients had pain 
in the umbilical region, and one in the right hypo- 
chondrium. Occult blood was detected in the stool 
of 15 patients. About half of these patients were 
vegetarians. Seven gave a history of hematemesis. 
Radiologically, 19 showed an ulcer niche, 19 had 
a deformed and/or an irritable duodenal cap, and 
1 had a normal stomach and duodenum. 

The patients were given two 5-mg. tablets of 
oxyphenonium bromide three times a day to start 
with. No other drug or antacid was given. A bland 
diet was allowed and no other dietetic restrictions 
were enforced. Treatment was continued for three 
to nine months. If the patients complained of dry- 
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ness of the mouth, constipation, and straining at 
micturition as most of them did, the dosage was 
reduced to one tablet four times a day. Nine pa- 
tients obtained complete relief from pain; 15, over 
50% relief; 6, less than 50% relief; and 9, no relief. 
The ulcer niche disappeared in only three of the 
eight who reported after eight months of treatment. 
Probably if this drug is combined with an antacid 
and used over a sufficient period, the ulcer would 
show radiologic evidence of healing and the acidity 
would be reduced in a much higher percentage of 
patients. In this group the acidity was found to be 
reduced in 18 patients after three months of treat- 
ment. 


ISRAEL 


Sodium Excretion in Cardiac Patients—In the 
early phase of essential hypertension, the hyper- 
excretion of sodium is a characteristic disturbance. 
Normal values are reestablished in the later stage 
of this disease. Since some patients with mitral 
stenosis develop pulmonary hypertension, Toor 
and co-workers (Bulletin Research Council of 
Israel, vol. 6, 1957) compared the sodium excretion 
of these patients, whose mean pulmonary artery 
pressure ranged from 30 to 75 mm. Hg (group B), 
with that of those suffering from mitral stenosis 
whose pulmonary artery pressure was normal (not 
higher than 16 mm. Hg—group A). A third group 
(C) consisted of patients with high pulmonary 
artery pressure and transitory cardiac failure. The 
serum sodium level was within normal limits in 
both groups. The average basic sodium excretion 
in milliequivalents per minute per square meter 
was 0.21 in group A, 0.55 in group B, and 0.26 in 
group C. After infusion of 300 ml. of 5% sodium 
chloride solution, the average excretion of sodium 
was highest in group B. Groups A and C showed 
a similar reaction. This suggests that the sodium 
excretion in patients with pulmonary hypertension 
due to mitral stenosis is similar to that of those in 
the early stage of essential hypertension, even if 
these patients lack any signs of systemic hyperten- 
sion. Patients with pulmonic and aortic stenosis 
showed patterns of sodium excretion similar to 
those found in those with essential and pulmonic 
hypertension. Toor’s investigations suggested that 
the sodium excretion pattern may be common to 
quite different conditions and that it is a symptom, 
not a causative factor. 


Lung Cancer.—At a meeting of the Israel Medical 
Association, J. Rakower reported on the frequency 
of lung cancer in Israel. The immigration to Israel 
from many countries in recent years provided a 
special opportunity to investigate the relative fre- 
quency of lung cancer in different communities. At 
the end of 1954 there were 414,000 Jews in Israel 


Ne 1076 
f 
URS 
Bex 
bd 
4. 
A 
4 


Vol. 166, No. 9 


who had been born in Asia and Africa, 641,000 
born in Europe, and 471,000 born in Israel. The 
native group was not taken into account because 
they represented almost exclusively the younger 
age group with 95% under 30 years of age. In the 
period 1950 to 1954 the number of deaths from 
lung cancer per 100,000 population rose from 6.9 
to 8.5, but the rate for European-born Jews rose 
from 11.2 to 16.7, while that for Asian and African- 
born Jews rose from 3.1 to 5.1. 

The assumption that the use of cigarettes at an 
earlier age may predispose to the development of 
lung cancer might explain this difference. Further- 
more, in Arab countries and among the Arab popu- 
lation the smoking of the water pipe was more 
popular than the use of cigarettes. It is true that 
after the immigration to Israel the African and 
Asian population promptly adopted cigarette smok- 
ing. The highest mortality from bronchial cancer 
among Asian immigrants was found among the 
Turkish-born. Among Jews immigrated from Yem- 
en, the southern part of the Arabian peninsula, 
lung cancer is very rare. In the 10-year period 
1940 to 1950, no Yemenite Jew was admitted to the 
Hadassah University Hospital in Jerusalem with 
lung cancer, and from 1950 to 1954 only six such 
cases were found in this group. It is interesting to 
compare the mortality from bronchial cancer of 
this group with that of the Bulgarian Jewish com- 
munity, which immigrated to Israel in 1948-1949 
as a closed group. The death rate from bronchial 
cancer in this group of those 45 or older was 27.4 
per 100,000 compared to 4.2 for the Yemenite Jews. 
The mortality rate from lung cancer among Jewish 
women of European origin reached 10.8 per 100,- 
000 in 1954 and may be considered as one of the 
highest in the world. 


Myocardial Infarction.—In Israel arteriosclerotic 
heart disease has caused between 9 and 14% of all 
deaths in recent years. It has been assumed that 
heart diseases are prevalent in Ashkenasi Jews 
whereas Oriental Jews are less affected. Dreyfuss 
and co-workers analyzed a series of 1,020 patients 
with myocardial infarction and found that 94% 
belonged to the Ashkenazi, 3.3% to the Sephardic, 
and 2.3% to the Oriental group. The prevalence of 
myocardial infarction in Ashkenazi Jews and the 
rarity in Oriental Jews was thus confirmed. 


SWEDEN 


Lung Cancer and Tuberculosis.—Dr. A. Westergren 
(Nordisk medicin, Dec. 19, 1957) said that only a 
few years ago it was rare for primary lung cancer 
to occur in tuberculous lungs but in 1954 he had 
observed 10 such cases. He has now made a special 
study of the 100 patients with primary lung cancer 
coming to his hospital since 1944. In 33 of these the 
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cancer has developed in a part of the lung which 
had previously been the site of a tuberculous proc- 
ess. In all but 10 of these patients the tuberculosis 
might still be active as judged by the finding of 
tubercle bacilli. In another 11 of these patients 
there was at least a possibility of an association of 
tuberculosis with cancer, and it was only in the 
remaining 12 that such an association was not likely 
One reason why this association has been so often 
overlooked in the past at autopsy may be that in its 
growth on the site of a tuberculous lesion a cancer 
may have destroyed such a lesion. Another reason 
may be found in the observation that tuberculosis 
has become more common among old persons who 
are more likely to develop cancer than their juniors. 
If cancer develops in tuberculous lesions, whether 
active or inactive, the great increase in the fre- 
quency of primary lung cancer may in part be due 
to the pulmonary tuberculosis of the aged and not 
exclusively to carcinogens in the inhaled air. 


Poliomyelitis Vaccination.—_In the spring of 1957 
some 660,000 schoolchildren, a limited number of 
army recruits, and members of hospital staffs were 
given free of charge two injections of Swedish or 
American poliomyelitis vaccine. During the school 
vaccinations, samples of blood were taken from 
2.500 children with a view to determining the 
potency of the different vaccines. Both the foreign 
and the Swedish vaccines were found to give a 
good antibody response to poliomyelitis virus type 
2. The more dangerous types 1 and 3 showed a less 
satisfactory response to the American vaccine. After 
two injections of it, only 38% of the children were 
found to be immunized to type 1, and only 25% 
to type 3. The Swedish vaccine gave somewhat 
better results. None of the children given two in- 
jections developed poliomyelitis, but it should be 
noted that cases of this disease were also rare among 
persons not vaccinated. The comparatively sub- 
ordinate role played by the Swedish vaccine in 
1957 reflected the shortage of it in the spring of that 
year. Thanks to the increased supply of it at the 
present time, it is hoped that in 1958 Sweden can 
fulfill her domestic needs in this respect. 


Glass Blowers’ and Trumpeters’ Emphysema.—Cer- 
tain textbooks teach that glass blowers and players 
of wind instruments are prone to emphysema. 
Hiivermark and Lundgren ( Svenska lakartidningen, 
Dec. 13, 1957) addressed a questionnaire to 465 
musicians with regard to their respiratory ailments, 
dyspnea on exertion, and weight. Answers were ob- 
tained from 364 (75%). These included 187 blow- 
ers of various musical instruments and 159 who had 
given up using wind instruments. The average age 
of the blowers was 35 years and the average dura- 
tion of their musical careers was 18 years. The aver- 
age age of the nonblowers was 38 years. Dyspnea 
was, if anything, less common among the blowers 
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than among the nonblowers. The frequency of 
dyspnea was about the same for the blowers as for 
workers of the same age in various other occupa- 
tions. In another series of tests, 14 musicians using 
wind instruments and 16 glass blowers from two 
glass-blowing industries were subjected to various 
clinical examinations. They included roentgeno- 
grams of the chest and spirometric and exercise 
tests. Here, again, no support could be found for 
the teaching that emphysema can be provoked by 
the above-mentioned occupations. 


Psychogenic Rheumatism.—Dr. G. Edstrém, ( Nor- 
disk medicin, Dec. 19, 1957) stated that the myal- 
gias constitute a variety of ailments with more or 
less diffuse pain in the muscles as a common factor. 
If careful physical examination fails to disclose the 
true nature of the disease, the patient should be 
questioned as to the possibility of some psychic 
stress or conflict. In such patients barbiturates or 
scopolamine with caffeine are apt to be disappoint- 
ing, whereas modern tranquilizers may give relief. 
Edstrém does not believe, however, that psycho- 
genic rheumatism is as common as some, Tegner 
for example, have suggested. 

Pneumothorax.—Dr.  S. 


Spontaneous Bergkvist 


(Svenska lawkartidningen, Jan. 10, 1958) reported a 
series of 44 patients with spontaneous pneumo- 
thorax. With four possible exceptions, there was 


no evidence of tuberculosis in these patients whose 
ages ranged from 11 to 64 years. Only seven were 
women, and only in five could a history of straining 
account for the pneumothorax. Of the 34 patients 
undergoing a thoracoscopic examination, 17 showed 
signs of emphysema. The thoracoscopic findings were 
obscure or frankly negative in seven. While 12 pa- 
tients received conservative treatment only, the rest 
were treated by continuous aspiration supplemented 
in some by the injection of a 5% solution of silver 
nitrate or a 1% solution of chlortetracycline with a 
view to promoting adhesions. A 2% solution of 
chlortetracycline produced shock. Bergkvist em- 
phasized the importance of discriminating in the 
choice of treatment for a conaition that usually ends 
in spontaneous recovery, since the literature indi- 
cates that in 70% the lesion did not recur. It is only 
under special conditions that treatment designed to 
provoke adhesions should be used. 


UNITED KINGDOM 


Fog and Bronchitis.—Waller and Lawther (Brit. 
M. J. 2:1473, 1957) observed a group of 180 pa- 
tients with chronic bronchitis and emphysema liv- 
ing in the Greater London area. These patients 
with an established diagnosis of chronic bronchitis 
and emphysema, who were attending a special 
clinic at St. Bartholomew’s Hospital, recorded their 
own assessment of their pulmonary condition every 
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day. This assessment was based on a scheme drawn 
up by the investigators. Daily measurements were 
made of smoke and sulfur dioxide in the air of 
central London. A close correlation was observed 
between the exacerbations of bronchitis and the 
amount of smoke in the air. In general, the patient’s 
condition began to deteriorate as soon as the con- 
centration of smoke rose and when visibility was 
reduced. The patients took several days to recover 
after an attack. The concentration of sulfur dioxide 
and sulfuric acid rose with that of the smoke and 
was thought to be partly responsible for the effects 
observed on the patients. 


Brucellosis.—Williams and co-workers reported the 
first case of human infection by Brucella suis (Amer- 
ican type ) in the British Isles (Lancet 2:1203, 1957). 
The patient, a boy of four, contracted the infection 
while on a farm in Erie. The symptoms were py- 
rexia, enlargement of lymph glands, and spleno- 
megaly. A blood culture yielded Br. suis and agglu- 
tination tests were positive at a dilution of 1:1,280. 
The infection responded to chlortetracycline. There 
were cows on the farm and the patient drank un- 
heated milk from them. If infection of livestock by 
Br. suis becomes established in the British Isles, 
the consequences for agriculture and for public 
health might be serious. 


Kuru.—A new disease known as kuru by the local 
inhabitants in New Guinea is described by Zigas 
and Gajdusek (M. J. Australia 2:745, 1957), who 
examined 154 patients with this condition. The first 
symptom is locomotor ataxia, followed about a 
month later by tremor, aggravated by excitement or 
fatigue, affecting the trunk, head, and extremities. 
Most patients manage to walk with a cane for one 
or two months and thereafter become sedentary. 
After some months, unable to sit up, the sufferer 
develops urinary and fecal incontinence, decubitus 
ulcers, strabismus, and dysarthria and dies three to 
six months later. The mind is not impaired, al- 
though quite early the patient becomes overemo- 
tional, excessive laughter alternating with depres- 
sion. Towards the end the patient becomes with- 
drawn and develops a Parkinson-like facies. The 
main physical signs are a positive Romberg’s sign, 
dysarthria, dysphasia, and incoordination. There is 
no pyrexia, loss of weight (until the patient is un- 
able to feed himself), and the blood, spinal fluid, 
and urine appear normal. At autopsy there is wide- 
spread neuronal degeneration, particularly in the 
cerebellum and extrapyramidal system, with lesser 
destruction of nerve cells and neuronophagia in 
the anterior horn cells, inferior olives, and thala- 
mus. No treatment appears to be effective. The 
disease has only been observed among the Fore 
tribe in a limited area of the eastern highlands of 
New Guinea. This tribe numbers 16,000 and about 
1% are affected. Kuru does not prevent or termi- 
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nate pregnancy and the infants of mothers suffering 
from it are unaffected. The disease is attributed 
to sorcery and after each death a victim is found 
and made the subject of a ritual murder. The 
cause is unknown, although a genetic predisposi- 
tion is likely. 


Optic Nerve Injury.—A patient operated on for the 
removal of nasal polyps brought an action against 
the surgeon and the Manchester Regional Hospital 
Board for damages. She claimed that during the 
operation her optic nerve was damaged. When she 
awakened from the anesthesia her right eye was 
swollen, and two days later vision failed. Four days 
after the operation the eyeball had the appearance 
of “red jelly” and finally the sight of the right eye 
was completely lost. The plaintiff claimed negli- 
gence on the part of the hospital staff in not report- 
ing the serious condition of her eye earlier. Against 
the surgeon it was alleged that he had caused injury 
to the right optic nerve, or bleeding into the orbital 
tissues resulting in blindness, during removal of 
the polyps. It was claimed that he should have been 
aware of this possibility and should have dealt with 
it when it arose, and should have warned the hos- 
pital staff of its possibilities and dangers. A surgeon 
called on behalf of the plaintiff, admitted that he 
had come across only two cases of this complication 
in the literature. He did not think that the occur- 
rence of bleeding behind the eye indicated lack of 
skill on the part of the surgeon, but he had himself 
drawn attention to its possibility in a paper in 1955. 
The surgeon said that he had performed hundreds 
of operations of this nature, and he was not aware 
of the possibility of bleeding into the orbit as a com- 
plication. An ophthalmologist said in evidence that 
bleeding into the orbit must be a rare complication, 
could not be reasonably anticipated, and could not 
be prevented. He also stated that decompression of 
the orbit in this case might have done more harm 
than good. The judge found that there was no lack 
of care on the part of the surgeon or negligence by 
the hospital staff. 


Hematite Pneumoconiosis.—The deposition of iron 
oxide in the lung, known as siderosis, and found 
among knife grinders, silver polishers, electric arc 
welders, and iron ore miners, was long considered 
harmless and not accompanied by fibrosis. Faulds 
(J. Clin. Path. 10:187, 1957) from studies of miners 
in the iron-ore industry of Cumberland, where crys- 
talline hematite is mined, showed that progressive 
massive fibrosis does occur among these miners. He 
showed that it is a modified form of infective pneu- 
moconiosis, with a high incidence of associated tu- 
berculosis and lung cancer. Autopsy of 58 hematite 
iron-ore workers revealed that 30% died from pul- 
monary tuberculosis, suggesting that the inhalation 
of hematite dust predisposes to tuberculous infec- 
tion. The incidence of carcinoma in the 58 autop- 
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sies was 12%, which is high in the 1,000 iron-ore 
miners employed in this locality. The tumors were 
located in areas of dense fibrosis. Another lesion 
seen was a lymphadenitis of the hilar glands, with 
an associated sclerosing bronchitis and ulceration 
into a bronchus. The development of tuberculosis 
and lung cancer is a slow process, the average age 
at death being in the late 50’s and early 60's respec- 
tively. It is to be expected that the morbidity and 
mortality from these diseases in iron-ore miners will 
decrease with the introduction of measures to sup- 
press dust. 


Encephalomyelitis Simulating Poliomyelitis and 
Hysteria.—An endemic occurrence of encephalomy- 
elitis in northwest London, simulating poliomyelitis 
and hysteria, was reported by Ramsay (Lancet 2: 
1196, 1957). Thirty-four patients were hospitalized, 
those admitted in the early stages being given a 
diagnosis of poliomyelitis, while those conditions 
that were seen late were invariably diagnosed as 
functional or hysterical. Further observation re- 
vealed that these diagnoses were incorrect and that 
the patients were actually suffering from a form of 
encephalomyelitis. The onset of the infection was 
generally insidious; headache and giddiness were 
the most constant and striking symptoms. Other 
symptoms in order of frequency were pains in the 
limbs, neck, back and chest; shivering and chills; 
paresthesias; anorexia, nausea, and vomiting; pains 
in the ears; tinnitus; visual disturbances; and mus- 
cular cramps and twitchings. The physical signs, 
rather than the symptoms, distinguished the out- 
break from poliomyelitis. Complete flaccid paraly- 
sis and muscle wasting were never present. More 
striking features were the presence of tendon re- 
flexes, which although sometimes initially depressed 
were later normal or even exaggerated; sensory im- 
pairment for weeks or months; widespread deep 
muscular tenderness, clonus, and tremor; upper 
respiratory infection; conjunctivitis; nystagmus, lym- 
phadenopathy; and cranial nerve paresis. A neutro- 
penia with inconstant abnormal lymphocytosis was 
characteristic of a virus infection. The spinal fluid 
was normal in all but two patients. The patients with 
neurological involvement usually recovered slowly. 
Many of them, however, when grasping objects re- 
ported that they tended to drop them. The etiologi- 
cal agent of this condition remains unknown. 


Outpatient Psychiatric Service.—In 1956 Grayling- 
well Mental Hospital in Chichester undertook ex- 
perimentally to provide an outpatient and domicili- 
ary treatment service for an area covering about 
150 square miles with a population of 160,000. 
Patients were referred to the service by their family 
physicians. In the first 10 months the service dealt 
with 1,192 patients (376 men and 816 women), of 
whom 1,110 were new cases. Nearly 25% were 65 
or over. Over 1,000 domiciliary visits were paid by 
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psychiatrists to 432 patients. Extreme care was used 
in physical treatments. Each patient first had a 
thorough physical examination and a comprehen- 
sive laboratory investigation before commencing 
treatment. Electroconvulsion therapy was used ex- 
tensively among the outpatients, the courses averag- 
ing five treatments. Modified insulin therapy was 
also used. Individual psychotherapy was the main 
treatment for many patients, and a weekly session 
in group psychotherapy was also held. Drug ab- 
reaction was used in 29 patients. As a result of this 
extensive outpatient treatment, admissions to the 
main hospital fell by almost 60%, and by 77% in a 
neighboring mental hospital. Elderly patients are 
especially reluctant to enter a hospital, and out- 
patient treatment proved effective in these patients. 
The commonest psychiatric illness among these pa- 
tients was depression. 

This experience conclusively showed that for a 
large proportion of psychiatric patients hospitaliza- 
tion is unnecessary, and that outpatient treatment 
is entirely effective. Hospitalization is reserved for 
selected patients only, chiefly those with a good 
prognosis, but needing special treatment and con- 
ditions that cannot be supplied by an outpatient 
service. The scheme showed that it is not essential, 
as formerly thought, for psychiatric patients to be 
removed to the environment of a mental hospital 
and to be placed under control. The success of such 
a scheme demands good public relations, coopera- 
tive patients, and a favorable home background. 
The commonest risk is that of suicide by a de- 
pressed patient, and in such cases the risk must be 
weighed. As most mental hospitals in Britain are 
overcrowded, the Graylingwell Hospital scheme 
will probably be extended. 


Chest Radiography and Radiation Hazards.—The 
increase in the diagnostic use of x-rays has been 
particularly evident in chest radiography. Clark and 
Grenville-Mathers (Lancet 2:1276, 1957) were per- 
turbed at the relatively frequent exposure of young 
people to irradiation in chest clinics. Although the 
amount of radiation received during chest radiog- 
raphy is small, about 0.38 r for adults and 0.19 r 
for children, there may be genetic risks, as the dose 
received by the gonads is 0.36 mr for the male and 
0.07 mr for the female and fetus. Since the total 
dose to the gonads from natural sources of radia- 
tion is about 0.15 r each year, the frequency of 
chest radiography in young persons becomes im- 
portant. About 4.5% of the boys and 9.3% of the 
girls under 5 years of age in the authors’ chest 
clinic had had a chest film taken within a year. 
Among persons aged 15 to 24 attending the clinic 
only 33% had not had a previous chest film, and 
nearly 25% had been x-rayed within the previous 
year. The dose received by children is important, 
since a comparatively small dose is responsible 
for the induction of tumors in them, in contrast to 
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the large doses needed in adults. In considering 
genetic effects it is only the irradiation received by 
the gonads up to and during the reproductive peri- 
od that is important. 

As many of the patients are referred by general 
practitioners, and often only as a routine precaution, 
the author believes that the figures they quoted 
may be typical of a large section of the population. 
The risk in x-ray examination must be balanced 
against the possible advantage, or even necessity, of 
the examination to the patient. The risk can be re- 
duced by keeping the reexamination rate of such 
patients to a minimum and by limiting the x-ray 
beam to those parts of the body that have to be 
exposed. 


Prophylaxis of Rheumatic Fever.—The Rheumatic 
Fever Committee of the Royal College of Physi- 
sicians, London, stated in its annual report that in 
1956 there were 208 deaths in England and Wales 
directly attributable to rheumatic fever, and there 
were 8,208 deaths from chronic rheumatic heart 
disease, mostly in persons under 35. This repre- 
sented about 1 death in 2,500 people from this 
cause in this age group. The report stated that acute 
rheumatism and its recurrences were the result of 
infection with the beta-hemolytic Streptococcus of 
the Lancefield group A, and that recurrences could 
be prevented by prophylactic treatment with peni- 
cilln or a sulfonamide. The Committee recom- 
mended that (1) penicillin be given for five years, 
or until leaving school, whichever is longer, to all 
who have had rheumatic fever, (2) anyone who 
has had rheumatic fever and is subsequently hos- 
pitalized, or enters a semiclosed community such as 
a camp, college, or institution, receive preventive 
treatment, and (3) streptococcic infection occur- 
ring in a person who has had rheumatic fever be 
immediately treated with bactericidal amounts of 
penicillin. The continuous penicillin treatment was 
not always successful in the past owing to parental 
apathy and lack of supervision. The general prac- 
titioner should give encouragement, but it is difficult 
to ensure that children receive penicillin for years 
when thev have no obvious illness. This difficulty 
can be overcome to some extent by administration 
of monthly injections of a long-acting penicillin. 
Some general practitioners object to this procedure 
because they are afraid of making children hypo- 
chondriacs and state that the disease is so un- 
common that these precautions are unnecessary. 
The committee, however, believes that the gen- 
eral practitioner is the key person in the prophylaxis 
of rheumatic fever. Without his enthusiasm and 
cooperation it must fail. The type of penicillin 
treatment suggested is 200,000 units of crystalline 
penicillin G tablets twice daily, or 120 mg. of 
phenoxymethy] penicillin (penicillin V ) twice daily. 
Alternatively a monthly intramuscular injection of 
1.5 mega units of benzathine penicillin may be given. 
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CORRESPONDENCE 


IMMUNIZATION OF INFANTS WITH 
POLIOMYELITIS VACCINE 


To the Editor:—1 should like to comment on the 
routine immunization of children with poliomyelitis 
vaccine. The excellent guest editorial by Thrupp 
(J. A. M. A. 166:160 [Jan. 11] 1958) cites data which 
“suggest that immunization with poliomyelitis vac- 
cine be started in infants as young as six weeks of 
age.” Also, the editorial quotes the American Acad- 
emy of Pediatrics committee on contro] of infectious 
diseases as follows: “It seems reasonable to begin 
primary immunization (against poliomyelitis) as 
early as the second month of life.” Since immuniza- 
tion with poliomyelitis vaccine should now be 
routine for all children I would like to suggest its 
incorporation into accepted immunization sched- 
ules. This has several advantages, not the least of 
which is the avoidance of disruption of the present 
generally accepted schedule which begins at three 
months. A suggested addition of poliomyelitis vac- 
cine to a recommended schedule follows (at pres- 
ent the DPT and poliomyelitis vaccine are given 
at the same time but by use of different sites and 
different syringes. They are effective if mixed, but 
as a rule it is best to use mixtures of antigens pre- 
pared by pharmaceutical manufacturers because 
of the possibility of incompatibilities between 
preservatives and adsorptive agents used by the 
different manufacturers): 3rd month, diphtheria 
and tetanus toxoids and pertussis vaccine com- 
bined (DPT) plus poliomyelitis vaccine; 4th month, 
DPT; 5th month, DPT plus poliomyelitis vaccine; 
6th month, smallpox vaccination (anytime Ist year); 
12th month, DPT plus poliomyelitis vaccine; 24th 
month, poliomyelitis vaccine; 36th month, DPT 
plus poliomyelitis vaccine; 60th month, DPT plus 
poliomyelitis vaccine, repeat smallpox vaccination. 
(Re: 36th and 60th months: At present a schedule 
for booster injections of poliomyelitis vaccine cannot 
be given. It does appear that booster injections 
will be indicated. ) 

By simply adding poliomyelitis vaccine at the 
3rd, 5th, and 12th month as indicated, immuniza- 
tion against diphtheria, pertussis, tetanus, and 
poliomyelitis will be achieved simultaneously 
without inconvenience or extra expense to the par- 
ents. We have had such a schedule in effect in our 
well-baby clinics ever since poliomyelitis vaccine 
supplies permitted. There is no good reason to dis- 
rupt the present schedule by beginning poliomye- 
litis immunization before 3 months of age. 

The optimum schedule for fourth and subsequent 
(booster) injections of poliomyelitis vaccine has 
not been established, but it seems very likely that 
boosters will be needed, particularly if the disease 
is controlled so well that subclinical infections be- 


come rare. There is another very good reason for 
incorporating poliomyelitis immunization into the 
present schedule. It seems certain that in the near 
future routine immunization will employ a quad- 
ruple vaccine (DPT plus poliomyelitis vaccine). 
We have such a quadruple vaccine on trial at 
present (Quadrigen ). 


E. H. Watson, M.D. 
Department of Pediatrics and 
Communicable Diseases 
University of Michigan 

Ann Arbor, Mich. 


ROUTINE USE OF CATHARTICS 


To the Editor:—1 should like to comment on the 
article “Current Status of Therapy of Infectious 
Hepatitis’ which appeared in the Nov. 30, 1957, 
issue of THE JoURNAL, page 1696. It is not uncom- 
mon these days to see parallel articles on the treat- 
ment of infectious hepatitis where experts disagree 
on some fundamentals. This article presents one 
statement that probably would not be supported 
by most modern physicians. I refer to the following 
statement: “Bowel regulation is maintained by 
saline cathartics in the morning before breakfast 
and by cleansing enemas.” There is no good evi- 
dence to support the need for daily or near daily 
stools in this or any other patient, with the possible 
exception of those having organic intestinal disease 
that tends toward fecal impaction or those under- 
going medication that will do the same. The aver- 
age patient with infectious hepatitis falls in neither 
of these categories. 

Fisner, M.D. 

500 Wall St. 

Seattle 1. 


PAVLOV AND STAMPS 


To the Editor:—In the Jan. 4, 1958, issue of THE 
JourNAL (page 78), is a foreign letter from the 
United Kingdom in which the unnamed correspond- 
ent holds forth on medical postage stamps, stating 
that, although Benjamin Franklin “is portrayed on a 
Russian stamp issued in 1956,” “Pavlov has not been 
pictured on any Russian Stamp.” That statement is 
incorrect: two stamps, showing Pavlov, were issued 
by Russia in 1949, the centenary of Pavlov’s birth. 
They are in denominations of 40 kopecks and one 
ruble, and are duly listed in Scott’s Standard Cat- 
alogue of Postage Stamps, as Russian stamps 1390 
and 1391. 
Prof. NATHANIEL KLEITMAN 
Department of Physiology 
University of Chicago 
Chicago 37. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Narcotics: Removal of Drug from Body Cavity: 
Constitutional Problems.—The defendant was prose- 
cuted and convicted for illegally importing and con- 
cealing narcotics. From such conviction he appealed 
to the United States court of appeals for the ninth 
circuit. 

When the defendant walked across the Inter- 
national Boundary Line at the San Ysidro, Califor- 
nia, port of entry, he was stopped for interrogation. 
After removing his coat, at the request of the cus- 
toms agent, a number of puncture marks in the 
veins of his arms were revealed. He was then 
asked to disrobe entirely. Further examination and 
interrogation revealed that the defendant was con- 
cealing a tablespoon of heroin, which was en- 
cased in a rubber condom in his rectum. He was 
asked to attempt to remove the package by forcing 
a bowel movement. When this was unsuccessful, 
the defendant was arrested and taken to the San 
Diego County Jail. There, a physician attempted 
manual removal of the object but the defendant 
refused to cooperate by bending over. He was then 
taken to the United States Naval Hospital at San 
Diego where two corpsmen were required to exert 
the necessary force to bend the defendant's body 
so that his trousers and shorts could be removed 
and an inspection made by another physician. In 
attempting to remove the object with the aid of 
an anoscope and forceps, this physician tore a 
portion of the outer condum surrounding the 
narcotics. This gravely alarmed the defendant, who 
then cooperated willingly. After a number of ene- 
mas were administered under the physician’s direc- 
tion and supervision, the heroin, within an inner 
and outer rubber sheath, was finally recovered. At 
the trial of the case, the defendant moved to sup- 
press this evidence on the ground that his rights 
under the fourth and fifth amendments had been 
violated. The motion was denied and the only ques- 
tion on appeal was whether such rights had been 
transgressed by the participation of federal law en- 
forcement officers in two separate attempts to effect 
the removal of the narcotics. 

The fourth amendment, said the court, safeguards 
the right to be free from unreasonable searches 
and seizures; the fifth amendment guarantees the 
individual against being compelled to give evidence 
against himself and also assures to him, under the 
due process proviso, fair and humane treatment by 
federal law enforcement officers. There is an ancient 
exception to the search and seizure prohibition of 
the fourth amendment, continued the court, and 
that is the right to search the person of an indi- 
vidual incident to a lawful arrest. The arrest of the 
defendant was lawful. The tell-tale needle marks 
and defendant’s admission that he had been con- 
victed of using narcotics and that he was carrying 
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narcotics, leave no doubt as to the legality of the 
arrest. The customs officer, in fact, would have 
been derelict in his duty had he not done as he 
did. Having arrested the defendant, the officers 
were entitled to search his person and to retain 
incriminating evidence uncovered by the search. 

Is there, the court then asked, any fourth amend- 
ment restraint on the nature and extent of the 
search of a person made incident to a lawful arrest 
—must the search and seizure itself accord with a 
standard of reasonableness more stringent than the 
due process limitations? The court noted that where 
the issue involves the premises and possessions of 
the person arrested, as distiguished from his person, 
it has been held that the search and seizure, though 
incident to an arrest, must not go beyond what is 
reasonable under the circumstances. Can it possibly 
be said that it is the command of the fourth amend- 
ment that officers act reasonably in searching prop- 
erty, but not so in searching a fellow human being? 
We think not, concluded the court; therefore we 
must apply the test of reasonableness to the conduct 
of the officers in the case at bar. 

There is no slide-rule formula yet devised for 
ascertaining whether specific conduct is or is not 
reasonable, said the court. Each case must turn on 
its own relevant facts and circumstances. Here, the 
defendant was treated civilly throughout and was 
subjected to physical pressure only when the exam- 
inations were to be performed. The officers made no 
attempt themselves to force the evacuation of the 
object. The officers had almost incontrovertible 
proof that the defendant had secreted narcotics. 
They knew specifically what the defendant had con- 
cealed, where it was and how much there was. They 
knew because the defendant had told them. His ad- 
mission was corroborated by the presence of a greasy 
substance around the rectum. As to the actual 
physical examinations, the court continued, they 
were conducted by qualified physicians, under sani- 
tary conditions, with the use of medically approved 
procedures. This kind of examination is a routine 
one which countless persons have undergone. It is 
an uncomplicated and nonhazardous procedure. It 
normally is not painful to a healthy person. Pain 
results only when the patient refuses to cooperate 
fully, as the defendant did here. Consequently, 
whatever pain the defendant endured was due to 
his actions in attempting to impede the examination. 
It was self-inflicted. The officers did not exert more 
than the least amount of force necessary to enable 
the doctors to examine him. There is not the slight- 
est suggestion in the evidence of threats or attempts 
to beat or strike him. 

In further judging the reasonableness of the con- 
duct, continued the court, it is important to deter- 
mine the necessity for the action and what, if any, 
alternatives were presented. What could the officers 
do in the absence of the defendant's consent? It 
they simply jailed the defendant, his attorney would 
have sought his release by way of a writ of habeas 
corpus. If the writ were granted, the defendant 
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would walk out with the diacetylmorphine. If no 
writ were sought, or if one were denied, it would 
be necessary for the jailers to watch the defendant 
day and night in order to prevent the evidence 
from being expelled and destroyed or consumed. 
The officers would aid what is daily sought to be 
avoided, the taking of narcotics inside jails and 
institutions. What an intolerable burden that would 
cast upon peace officers and jail administrators. 
Does the Constitution compel this result? Are the 
hands of law enforcement officers so tightly bound 
that they must institute a system wholly impracti- 
cable and unworkable or else permit the culprit 
to escape? Is it constitutionally necessary to sacrifice 
the abiding interest of all citizens of the United 
States to be free and safe from these insidious 
drugs in order to avoid offending the sensibilities of 
admitted narcotic importers? We cannot so read 
the Constitution, said the court of appeals. There 
is nothing in the Bill of Rights which makes body 
cavities a legally protected sanctuary for carrying 
narcotics, It is not per se violative of the Constitu- 
tion to remove foreign matter from body cavities, 
any more than it is to force a person with narcotics 
in a clenched fist to open his hand. It is necessary 
to inquire into the particular circumstances to de- 
termine whether, in the precise case before the 
court, the search and subsequent seizure are un- 
lawful. Here the facts not only do not require us 
to reverse the judgment of the district court, con- 
cluded the court of appeals, but encourage us to 
affirm it. The precise knowledge of what and how 
much was where, the use of only slight force, the 
handling of the examinations by qualified doctors, 
with the use of scientific procedures, and under 
sanitary conditions, all militate against finding this 
search and seizure to be unreasonable. The search 
and seizure not being unreasonable, it follows that 
there was no violation of the prohibitions of the 
due process clause of the fifth amendment. 

There remains to be considered, said the court 
of appeals, yet another part of the fifth amendment. 
The pertinent proviso states that “No person 
shall be compelled in any criminal case to be a 
witness against himself.” This is the privilege 
against self-incrimination. Historically and analyti- 
cally the privilege is confined in scope to testimonial! 
compulsion. The privilege protects one only against 
extracting from the person’s own lips an admission 
or confession of guilt. The distinction between testi- 
monial compulsion and real evidence taken from 
the person of the accused is one drawn by both 
the courts and the writers. The privilege has never 
had, nor was it intended to have, application to 
the removal of real evidence from the person of the 
accused. Therefore, the taking of evidence forcibly 
from the defendant's body does not come within 
the purview of testimonial compulsion. Accordingly. 
we hold that there has been no infringement of the 
defendant's privilege against self-incrimination. 

The judgment of conviction was accordingly af- 
firmed. Blackford v. United States, 247 F. (2d) 745 
(1957). 
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Governmental Hospitals: Liability of State for In- 
juries to Inmate.—This was an action for damages 
on behalf of an inmate of a state hospital for injuries 
alleged to have been caused by the negligence ot 
the institution’s employees. The case was heard in 
the court of claims of New York. 

Part of the therapy treatment at the defendant 
institution consisted of dances given for the benefit 
of the patients. At one such dance, the plaintiff 
and a male inmate left the dance floor through an 
unlocked and unguarded door, went up a few steps 
to an empty 8 by 10-ft. hallway, where they had 
carnal relations, and then returned to the dance. 
Their departure from the dance hall, their absence, 
and their return were not observed or known to 
those in charge of the dance. It was known, or 
should have been known, that Colletti, the other 
inmate, was the plaintiffs “boy-friend,” that sex 
was a factor in the plaintiff's illness, that Colletti 
had given her candy, and that their affection was 
apparent. 

The plaintiff's first claim for damages was based 
upon the assault, which resulted in her pregnancy. 
Although such dances are a proper form of therapy, 
the court said that such events must be properly 
supervised by an adequate number of competent 
hospital personnel. In the operation and manage- 
ment of its hospital, the state is responsible for 
hazards reasonably to be foreseen and for risks 
reasonably to be perceived. The escape of the two 
inmates through an unlocked and unguarded door 
to the vacant hallway should have been foreseen, 
and the risk of such a venture should have been 
perceived. The care and supervision provided at 
the particular event in which the claimant became 
involved was insufficient and inadequate. Either 
there were not enough attendants, or the attendants 
were lax, careless, and negligent in the performance 
of their duties. The court held, therefore, that the 
state was guilty under this first cause of action. 

The second ground upon which the plaintiff relied 
for the awarding of damages was the unlawful 
performance of an abortion. It appears that the 
existence of the plaintiffs pregnancy was not dis- 
covered until about four and one half months after 
its inception. After the plaintiffs parents were told 
of the situation and had left the hospital, the di- 
rector held a conference with his assistant and the 
psychiatrist in charge of the “acute medical-surgical” 
building. He was admittedly under a great strain, 
upset and disturbed. The three doctors decided 
that an abortion should be performed on the plain- 
tiff and they signed a statement that “Continuation 
of pregnancy will threaten the improvement shown 
and will undoubtedly revive the homicidal and 
suicidal trends.” 

The evidence, said the court, does not substanti- 
ate this conclusion and the general facts and circum- 
stances do not establish the necessity. The hospital 
doctors, continued the court, certainly knew of the 
potential criticism against the institution and its 
administrators as a result of this incident, and such 
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a conference, if held at all, should have been car- 
ried on by physicians and/or psychiatrists whose 
only concern was the life of the patient. A thera- 
peutic abortion is the only abortion condoned in 
New York. It is one artificially induced in order 
to save a life. The abortion performed on the plain- 
tiff was artificially induced, but was not to save 
a life. It was not, therefore, a therapeutic abortion. 
Even consent on the part of the plaintiff or her 
parents would not legalize, justify, or permit it. 
As a matter of fact, the parents knew nothing of 
the abortion until after it had been performed. 
Furthermore, the plaintiff displayed no tendency 
or indication of suicide or homicide resulting from 
this pregnancy, and there was no emergency. The 
court held that the state was therefore liable for 
such assault and trespass of the person of the plain- 
tiff and for the negligent actions of its physicians, 
psychiatrists, and other employees. 

Accordingly, there was a judgment for the plain- 
tiff on both of her grounds for relief. McCandless v. 
State, 166 N. Y. S. (2) 272 (New York, 1957). 


MEDICAL FILM REVIEWS 


MEDICAL FILM REVIEWS 


NEW FILMS ADDED TO A. M. A. MOTION PICTURE 
LIBRARY 


William Harvey and the Circulation of the Blood: 16 mm., 
color, sound, showing time 36 minutes. Produced in 1957 
by the Wellcome Film Unit for the Royal College of Physi- 
cians, London. Procurable on loan (service charge $5.00) 
from Motion Picture Library, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


This revision of a 1927 film was produced for the 
Royal College of Physicians on the occasion of the 
Harvey Tercentenary Congress. It opens with a pro- 
logue giving the history of its preparation in an 
interesting style and goes on to picture a few de- 
tails of the background of William Harvey. The 
development of Harvey’s thinking is done partly by 
explanations of previous thought, including the 
important contribution of Michael Servetus, and 
by animated diagrams, showing how the data inev- 
itably led not only to interpretation of the pulmo- 
nary circulation but also to the conviction that in the 
extremities and in the peripheral parts of the body 
generally there must be fine communication be- 
tween the smallest arteries and the smallest veins. 
The presentation of Harvey’s conclusion from this 
mass of information has a dramatic quality that 
will be appreciated by the attentive audience. Be- 
cause this film summarizes in so vivid and coherent 
a manner the physiological facts concerning circu- 
lation in man, it could be shown profitably as a part 
of the regular course in physiology for medical stu- 
dents; it covers an essential aspect of the subject, 
and its attractive material will add to the interest 
of the entire course. Its usefulness, however, need 
not be limited to medical students; it will also ap- 
peal to nurses, to many nonprofessional groups, and 
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to high school and college students. An audience of 
physicians would also gain renewed appreciation 
of the importance of Harvey’s contribution as a 
physician to human welfare. The use of color and 
music in this film is in unusually good taste, and 
the narration is clear and pleasing. 


Red River of Life: Part I: 16 mm., color, sound, showing 
time 28 minutes. Produced in 1957 by the Moody Institute 
of Science, West Los Angeles, Calif. Procurable on loan 
(service charge $3.00) from Motion Picture Library, Amer- 
ican Medical Association, 535 N. Dearborn St., Chicago 10. 

This film, which deals primarily with the physi- 
ology of the heart and the circulatory system, com- 
pares the human body with an automobile engine 
and shows how they both have need of fuel supply 
and removal of waste. After the function of the red 
blood cell is discussed, the circulatory system is 
traced throughout the body while it is explained 
how every cell is supplied with food and oxygen 
and aids in the removal of waste. How the valves 
of the heart work under varying conditions of high 
and low blood pressure and even shock is seen by 
means of pictures of the valves in action which 
were taken with the cardiac pulse duplicator, a 
machine developed especially for this film. An 
x-ray motion picture shows a plastic artificial heart 
valve at work in a patient, and the heart-lung ma- 
chine is explained. This excellent film is scientifi- 
cally correct and is unique in that it shows the valve 
action from the inside out. Photographically and 
educationally, the film is highly recommended for 
showing to lay groups and also to medical students 
and nurses. 


The Physician and Emotional Disturbance: 16 mm., black 
and white, sound, showing time one hour. Produced in 
1957 by the Mental Health Education Unit, Smith, Kline, 
and French Laboratories, Philadelphia. Procurable on loan 
(service charge $1.00) from Motion Picture Library, Amer- 
ican Medical Association, 535 N. Dearborn St., Chicago 10. 
This film is a kinescope recording of the five- 
state, closed circuit Videclinic program which was 
presented on May 6, 1957. It is designed to give 
medical audiences the opportunity to discuss the 
diagnosis and treatment of psychophysiological 
syndromes seen in office practice. By linking to- 
gether the annual meetings of five state medical 
societies, this program explores the role of the gen- 
eral practitioner in the care and treatment of psy- 
chophysiological disorders. Scenes of a general 
practitioner treating a patient who is undergoing 
the physical symptoms of a common emotional dis- 
order provide the program’s panel with the oppor- 
tunity to discuss the care and treatment of mild 
emotional disturbances. Members of the panel are 
Leo H. Bartemeier, Chairman, C. Knight Aldrich, 
E. Irving Baumgartner, and C. H. Hardin Branch. 
This film has been edited so that it can be stopped 
at suitable points for audience discussion. It is rec- 
ommended for physicians to help them recognize 
and care for the emotionally disturbed patient. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


The Electrocardiogram of the 2-Step Exercise Stress 
Test. G. W. Manning. Am. Heart J. 54:823-836 
(Dec.) 1957 [St. Louis]. 


Various forms of stress or effort tests have been 
studied for many years with a view to producing 
diagnostic abnormalities in the electrocardiogram 
indicative of inadequate coronary blood flow, but 
there is a difference of opinion as to what consti- 
tutes a positive response in the electrocardiogram 
after exercise. The author, therefore, studied 200 
healthy, fit, young men between the ages of 18 and 
24 vears for comparison with changes observed in 
patients with proved coronary artery disease, the 
cases of 4 such patients between the ages of 39 and 
77 years being reported in detail. A single and 
double 2-step test, in accordance with Master's pro- 
cedure, was carried out in all persons in both 
groups. Simultaneous leads, 1, 2, 3, and 5 were 
recorded. Tracings were taken within 5 seconds 
and 2 and 6 minutes after exercise, the electrodes 
remaining in place throughout the procedure. The 
only valid change in the postexercise tracing that 
constitutes a positive response is a “flat” depres- 
sion of the RS-T segment subtending an angle of 
90 degrees or more with the vertical and greater 
than 0.5 mm. below the P-R segment. The depres- 
sion of the segment persists beyond the immediate 
tracing to the 2-minute or 6-minute tracing, or even 
longer, or it may not appear until the 2-minute 
tracing. A depression, with these characteristics, of 
1 mm. constitutes an unquestionably positive re- 
sponse. 

The tracing of 1 of the 200 healthy men showed 
a significant segment depression and was considered 
to be a positive response. False segment depres- 
sion in a tracing made immediately after exercise 
and variations to the T wave were frequent in the 
normal persons. In patients with proved cases of 
angina pectoris a “true” depression of the RS-T 
segment usually occurs with the attack and also 
after exertion. The exercise stress test is of value in 
doubtful clinical problems if the response to exer- 
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cise resembles the findings in patients with proved 
ischemic heart disease subjected to exertional 
stress. The degree of stress to which the individual 
patient should be subjected depends on the case. 
Graded exposure to exercise up to a double 2-step 
test appears to be a safe procedure. Ideally, the 
procedure is to be used as an adjunct to the investi- 
gation of doubtful cases of ischemic heart disease. 
When it is used as a routine procedure in exam- 
ination for cardiovascular fitness for military, avia- 
tion, or other occupational purposes, only obviously 
positive response in which there is no question of 
a “true” and important segment depression should 
be regarded as of any significance. 


Classical Haemophilia (AHF) Deficiency and Christ- 
mas Factor (PTC) Deficiency as Simultaneous De- 
fects. K.-E. Sjglin. Acta. med. scandinav. 159:7-12 
(No. 1) 1957 (In English) [Stockholm]. 


The author reports on a Danish family with 5 
hemophiliacs, 2 of whom died of hemophilia at the 
age of 1 and 35 years, respectively, and 3 of whom 
are still alive. Quick’s prothrombin consumption 
time tests and thrombin regeneration tests were 
performed in these 3 patients. Combined coagula- 
tion defects were responsible for the hemophilia in 
2 of the 3 patients. The thrombin generation test 
showed the double defect to be caused by lack of 
antihemophilic globulin (antihemophilic factor, 
AHF) and plasma_ thromboplastin component 
(Christmas factor, PTC). In plasma samples from 
these 2 patients, the ability to form thrombin with 
normal speed was present only when AHF (ab- 
sorbed plasma) as well as PTC (normal serum) were 
added. There seemed to be a correlation between 
the defect in the clotting system and the gravity 
of the clinical symptoms. One of the 2 patients 
with the combined defect was markedly crippled 
by the disease. He had severe hemorrhages in the 
elbow, knee, and ankle joints, causing permanent 
deformities in these joints. He had a peptic ulcer 
with several attacks of hematemesis and had re- 
ceived about 200 blood transfusions. The second 
of these 2 patients frequently had subcutaneous 
hematomas and had to be admitted to hospital sev- 
eral times for bleeding episodes. The 3rd_ patient 
was deficient only in antihemophilic factor. In con- 
trast to the 2 other patients, he had _ relatively 
minor inconvenience from his disease and had only 
received a single transfusion. The frequency of 
combined AHF and PTC deficiency has not been 
determined. The inheritance appeared to be sex- 
linked and recessive. 


1085 


1086 MEDICAL LITERATURE ABSTRACTS 


Management of Peptic Ulcer with Unrestricted Diet 
and a New Combination of Therapeutic Agents. 
L. A. Rosenblum. Am. J. Gastroenterol. 28:507-517 
(Nov.) 1957 [New York]. 


Restricted ulcer diets probably interfere with 
and delay the healing of ulcers, in addition to pro- 
ducing vitamin and protein deficiencies. This paper 
presents the results of a 2-fold investigation: (1) 
the antiulcer effectiveness of a more rational ther- 
apeutic combination of antacids, anticholinergic 
agent, and vitamin C, and (2) the use of this prep- 
aration without dietary restrictions in the treatment 
of patients with ulcers. The antacid-antispasmodic 
preparation was in tablet form and contained 200 
mg. of aluminum hydroxide, 50 mg. of magnesium 
oxide, 2 mg. of scopolamine methylbromide or 
methylnitrate, and 10 mg. of ascorbic acid. This 
tablet and a normal, unrestricted diet was given to 
145 patients in whom peptic ulcer had been diag- 
nosed clinically and roentgenologically. All but 3 
received ambulatory treatment, being permitted 
to continue their usual occupations. The 3. ex- 
ceptions were hospitalized for hemorrhage and 
were treated in the usual manner until bleeding 
had ceased. They were then permitted an un- 
restricted diet and given the antacid-antispasmodic 
tablet. Treatment was continued for 4 to 20 months. 

Relief of symptoms and roentgenologic evidence 
of healing was obtained in 97% of the 145 patients. 
The quaternary salts of scopolamine exert a potent 
and prolonged anticholinergic effect when given 
orally in therapeutic doses; side-effects are minimal. 
The addition of vitamin C is desirable. The fact 
that with the use of the described medication relief 
of symptoms and healing of peptic ulcer can be 
achieved on an unrestricted diet represents a tre- 
mendous psychological benefit. The patient is per- 
mitted to live and eat as a normal individual, 
without interference with his occupation (which 
would introduce an element of insecurity); this is a 
potent force in the treatment of what probably is 
basically a psychosomatic disease. 


Results of an Investigation on the Heredity of Dia- 
betes Mellitus. M. Lamy, J. Frézal and J. de 
Grouchy. Rev. frang. étud. clin. et biol. 2:907-919 
(Nov.) 1957 (In French) [Paris]. 


The authors report on 501 patients between less 
than 1 and more than 70 years of age with diabetes 
mellitus and on the families of these patients. 
Eighty-three of the 218 male patients were under 
30 years of age, and 135 were over 30 years of age. 
Ninety of the 283 female patients were under 30 
years of age, and 193 were over 30 years of age. 
The incidence of the disease was about the same 
in boys as in girls, but among the adult patients 
men were outnumbered by women, particularly 
among those between the ages of 40 and 59 years. 
No correlation was observed between the maternal 
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age or parity and the incidence of diabetes mellitus. 
The familial incidence was the same for primary 
diabetes, i. e., diabetes detected unexpectedly, and 
for secondary diabetes, i. e., that preceded by an 
endocrinopathy, particularly a thyroid disorder. 
pregnancy, trauma, infection, and an emotional 
upset. Thirty-one fathers and 35 mothers of the 
1,002 parents (6.6% of the parents) had diabetes 
mellitus. The incidence of diabetes was higher 
among the parents of patients with late diabetes, 
and that probably may be explained by the fact 
that the parents of patients with late diabetes 
were of more advanced age than those of the 
juvenile patients. Fifty-three (3.1%) of 1,727 siblings. 
14 sisters and 10 brothers of male diabetics and 15 
sisters and 14 brothers of female diabetics, had 
diabetes mellitus. The ratio of sisters and brothers 
with diabetes mellitus, therefore, does not seem to 
depend on the sex of the proband. Of the 1,727 
siblings, 326 were siblings of young diabetics, and 
8 (2.5%) of these had diabetes; 1,401 were siblings 
of patients with late diabetes, and 45 (3.2%) of these 
had diabetes. The incidence of diabetes in siblings 
thus was about the same whether the proband was 
young or had late diabetes. 

The following observations were made for rela- 
tives of patients with severe, insulin-treated dia- 
betes, independent of the age of these patients at 
the onset of the disease: (1) consanguineous mar- 
riages in the progenitors, (2) diabetes in parents 
and in both paternal and maternal relatives, and 
(3) increased incidence of diabetes in siblings if 1 
parent has diabetes. The results of this study sug- 
gest that the mild diabetes of adult patients would 
become manifest in heterozygotes because of a 
gene which would determine in homozygotes a 
severe diabetes either at an early or at an ad- 
vanced age. 


An Evaluation of Radiology and Gastroscopy in 
the Differential Diagnosis of Gastric Ulcer. A. E. 
Dagradi and D. E. Johnson. Gastroenterology 33: 
703-713 (Nov.) 1957 [Baltimore]. 


This study comprises a series of 100 consecutive 
patients with gastric ulcers (admitted to the Long 
Beach Veterans Administration Hospital) in whom 
both radiologic and gastroscopic.examinations were 
performed. Of these patients 65 were subjected to 
surgery, and pathologic verification of the nature 
of the gastric ulcer was thus obtained; 35 cases 
were treated medically, with complete healing of 
the lesion being observed in almost all instances by 
both radiologic and gastroscopic control. Ninety- 
seven of the patients had benign ulcers, 2 had 
ulcerating lymphomas (Hodgkin's disease), and 1 
had a carcinomatous ulcer. The gastroscopic meth- 
od visualized the ulcer crater in 83 patients and 
failed to do so in the remaining 17 patients. A 
correct diagnosis was made in 73, an incorrect one 
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in 6, and an indefinite one in 4 patients. The radi- 
ologic method demonstrated the ulcer crater in 88 
instances and failed to do so in 12. Fifty-four cor- 
rect diagnoses and 15 incorrect diagnoses were 
made; in 19 patients the diagnosis was indefinite. 

Gastroscopic errors were mostly due to the in- 
ability of the observer to differentiate inflammatory 
from neoplastic infiltration surrounding an ulcer 
crater, with the consequent error in favor of calling 
a benign lesion malignant rather than vice versa. 
The gastroscopic method also failed when the 
lesion was incompletely seen or not seen at all be- 
cause of its location in a “blind area.” Of the gastric 
ulcers situated on the posterior wall, 41.6% were 
adequately seen on gastroscopy. Thus one cannot 
predict on the basis of x-ray localization whether 
or not an ulcer on the posterior wall of the stomach 
will be seen gastroscopically. Gastroscopy, though 
not infallible, is an excellent method for the dif- 
ferential diagnosis of benign and malignant gastric 
ulcer. X-ray examination and gastroscopic study 
are complementary procedures. When both meth- 
ods are applied to the diagnostic study of a patient 
having a gastric ulcer, the number of patients sub- 
jected to surgical exploration because of a question 
of malignancy as the primary indication will be 
appreciably reduced; the primary indication for 
surgery in these patients will then depend on com- 
plications of the ulcerative process itself. When an 
uncomplicated gastric ulcer is deemed to be benign 
as a result of gastroscopic observation, especially 
when this finding corroborates a similar x-ray im- 
pression, the clinician can elect to pursue a course 
of medical treatment with a great deal of reas- 
surance. 


The Natural History of Polyarteritis. G. A. Rose. 
Brit. M. J. 2:1148-1152 (Nov. 16) 1957 [London]. 


The author reports clinical and pathological find- 
ings in 111 unselected patients with histologically 
proved polyarteritis. These findings suggested 
classification of 98 patients in 2 main groups, i. e., 
66 patients, 41 men and 25 women, with poly- 
arteritis nodosa without involvement of the lungs 
and 32, 16 men and 16 women, with polyarteritis 
nodosa with involvement of the lungs. This classi- 
fication stresses the peculiar importance of involve- 
ment of the lungs in polyarteritis. It was remark- 
able that lung lesions, if they occurred at all, almost 
always preceded lesions in other organs, some- 
times by years, and that they were commonly as- 
sociated with characteristic lesions in other organs, 
not seen in the patients without involvement of the 
lungs. At least 3 of the following features were 
present in each of the 32 patients with involvement 
of the lungs: a characteristic respiratory illness pre- 
ceding the onset of systemic polyarteritis, high 
blood eosinophilia, numerous eosinophils in acute 
polyarteritic lesions, pulmonary polyarteritis; gran- 
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ulomatous polyarteritis, giant cells in polyarteritic 
lesions, and the presence of necrotizing or gran- 
ulomatous lesions, not demonstrably related to 
arteries, in the liver, kidneys, spleen, lymph nodes, 
and heart. Microscopically, however, most of the 
lesions in the 2 main groups were often indis- 
tinguishable and the characteristic lesions in pa- 
tients with involvement of the lungs were often 
small in number. It is, therefore, not certain wheth- 
er these 2 syndromes represent distinct diseases or 
merely variants of the same condition. Suggestive 
but not conclusive evidence of involvement of the 
lungs was available in 6 of the remaining 13 pa- 
tients. The cases of 7 patients differed markedly 
from both of the 2 main groups; 5 of them were 
considered as examples of separate diseases which 
happen to show a similar histological lesion. 

The relation between the onset of polvyarteritis 
and preceding respiratory infections was noted be- 
fore by other workers but received further support. 
An association with rheumatoid arthritis and with 
rheumatic fever was also apparent. More detailed 
evidence obtained in the 111 patients showed that 
hypertension in polyarteritis nodosa is almost al- 
ways a result of renal involvement (either arterial 
or glomerular). Arterial pressure proved to be 
normal during the acute stage of these lesions and 
began to rise when healing and fibrosis occurred. 
The existence of a specific form of glomerulitis with 
an initial phase characterized by capillary micro- 
thrombi, focal fibrinoid necroses, polymorphous 
infiltration, and capsular proliferation, peculiar to 
patients with polyarteritis nodosa, was confirmed 
at autopsy in 16 patients. Hypertension was not a 
feature of this initial phase. Hypertension and 
renal failure developed in the 3 patients who sur- 
vived this stage and died within 1 vear. The typical 
acute glomerulitis was associated with renal poly- 
arteritis in 6 additional patients. The causation of 
polyarteritis remains obscure. The important ob- 
servations are the association of some cases with 
hemolytic streptococcic infections not treated by 
any drugs, the association of the other cases with 
rheumatic fever, and the prolonged course of the 
disease with exacerbations and partial remissions 
seemingly unrelated to any drug therapy. 


Salicylates and Gastric Hemorrhage: II. Manifest 
Bleeding. H. F. Lange. Gastroenterology 33:778-788 
(Nov.) 1957 [Baltimore]. 


The author's interest in this problem was aroused 
in 1954 and 1955 when he observed that patients 
who had received therapeutic doses of salicylates 
showed a positive benzidine reaction in the feces. 
In order to obtain a statistical impression of the 
problem and to discover in which patients manifest 
bleeding developed, he began this analysis of the 
connection between aspirin-taking and hema- 
temesis and/or melena, where this was not caused 
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by hemorrhagic diathesis, varices, cancer, or other 
causes. Of 96 selected patients, 45 admitted having 
taken salicylates for varying periods before ad- 
mittance and immediately before the onset of 
bleeding. These 45 patients (37 men and 8 women) 
were compared with 51 patients (37 men and 14 
women) who had not taken salicylates. Age dis- 
tribution was approximately the same in the 2 
sroups and was similar to that in a group of pa- 
tients (51 men and 33 women) who were treated at 
the same time for nonbleeding gastric or duodenal 
ulcer. 

Roentgenologic investigation revealed normal 
conditions in 20 of 45 persons who had taken sali- 
cylates, as compared with 14 of 51 who had re- 
ceived none prior to the occurrence of the bleed- 
ing. Seven (19%) of 31 patients with ulcer but no 
bleeding had taken salicylates prior to hospital 
admission; these comprised group 1. Twenty-four 
(37%) of 62 patients with hematemesis or melena 
proved by roentgenoscopy had taken salicylates 
immediately before the bleeding occurred; these 
comprised group 2. Nineteen (56%) of 34 patients 
with hematemesis or melena not proved by roent- 
genoscopy had taken salicylates immediately be- 
fore the bleeding episode; these comprised group 
3. The differences between groups 1 and 3 and 
between groups | and 2 are statistically significant. 
These figures show that the taking of salicylates is 
a significant factor in provoking gastric hemorrhage. 
This seems to be particularly true in cases of elder- 
ly patients who have been taking salicylates over 
a considerable length of time. 


The Binding of Haemoglobin by Plasma Proteins 
(Haptoglobins): Its Bearing on the “Renal Thresh- 
old” for Haemoglobin and the Aetiology of Haemo- 
globinuria. A. C. Allison and W. ap Rees. Brit. 
M. J. 2:1137-1143 (Nov. 16) 1957 [London]. 


The authors studied specimens of serum from 12 
normal persons and from 9 patients with hemo- 
globinuria. Results confirmed previous findings by 
other workers that proteins (haptoglobins) exist in 
human plasma and combine specifically with oxy- 
hemoglobin when the concentration of the latter 
is up to about 135 mg. per 100 cc. Four distinct 
haptoglobins, occurring in 3 common and a num- 
ber of rare combinations, again were distinguished 
by electrophoretic analysis. The complex of oxy- 
hemoglobin with haptoglobin is relatively stable. 
When the concentration of oxyhemoglobin in serum 
or plasma exceeds the combining power of the 
haptoglobins, however, the uncombined oxyhemo- 
globin is rapidly broken down, with the formation 
of methemalbumin. 

Experimental work carried out by other workers 
on dogs and on man has established that when the 
concentration of hemoglobin in the plasma is below 
a threshold level no hemoglobin can be detected 
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in the urine. Various concepts have been proposed 
for the explanation of the renal threshold. The au- 
thors suggest an alternative explanation, i. e., that 
the haptohemoglobin complex probably does not 
pass into the glomerular filtrate, which free oxy- 
hemoglobin does readily. Hence, hemoglobinuria is 
observed only when the level of oxvhemoglobin in 
the plasma exceeds the combining power of the 
haptoglobins. No haptoglobins cou!d be demon- 
strated in the serums of 4 of the 5 patients with 
paroxysmal nocturnal hemoglobinuria and in 2 of 
the 3 patients with cold hemoglobinuria. The con- 
centration of haptoglobin was considerably below 
half the normal value in 1 patient with march 
hemoglobinuria. It is concluded that the suscepti- 
bility of these persons to hemoglobinuria is related 
to the low level or absence of haptoglobins in 
the plasma. 


Cutaneous Staphylococcus Infections in Medical 
Depariment: Occurrence of Staphylococcus Aureus 
Phage Type 80. E. H. Thaysen, kK. R. Eriksen and 
E. Rosendal. Ugesk. lager 119:1381-1388 (Oct. 24) 
1957 (In Danish) [Copenhagen]. 


Investigations on cutaneous Staphylococcus infec- 
tions in patients and nursing personnel in a med- 
ical department were carried out for over 2 years, 
beginning in the spring of 1954 during an epidemic 
of furuncles and abscesses among the patients. 
Most of the infections were caused by phage type 
80 stapylococci, which are thought not to have 
played any conspicuous part before 1954. The in- 
fections occurred mainly in elderly, bed-ridden 
women patients and were apparently transmitted 
through contact with infected persons and carriers 
among the personnel. Type determinations of the 
staphylococci is an essential part in systematic 
stuuy of the incidence of Staphylococcus infections 
in hospital wards. 


Vascular Changes in Acute Attack of Gout: Favor- 
able Influence of Their Modification. C. June- 
mann B., R. Dominguez A., K. Barrios and others. 
Kev. med. Chile §5:355-371 (Juiy) i957 (In Spanish) 
[Santiago]. 


An acute attack of gout is caused by the ab- 
normal dilatation of the precapillary arteriovenous 
anastomoses, with consequent dilatation and en- 
gorgement of the local veins. The selective location 
of pain in the joint of the big toe during the acute 
attack depends on the large number of precapillary 
arteriovenous anastomoses in that region and on 
the frequency with which the anastomoses become 
dilated in the course of gout. Pain appears at first 
in the limb in which the vasomotor disorder is 
more marked. Hydergine (a mixture of the three 
hydrogenated ergot alkaloids, dihydroergocornine, 
dihydroergocristine, and dihydroergokryptine) con- 


x 
| 
25 
| 
| 
SER 
ee. 
| 


Vol. 166, No. 9 


tracts the precapillary arteriovenous anastomoses 
and relieves dilatation and engorgement of the local 
veins. Eight patients between the ages of 37 and 
75 years were treated during an acute attack of 
gout with Hydergine at the Hospital of the Uni- 
versity of Chile. The disease had lasted between 3 
and 20 years in these patients. Diet and treatment 
in common use had failed. The joint of the big toe 
was the most severely involved. The joints of the 
tarsus, ankle, knee, elbow, and hand were mod- 
erately involved. The treatment consisted in either 
intravenous or intramuscular injection of 1 cc. of 
Hydergine in 10 ce. of saline solution, at intervals 
which varied between 6 and 12 hours, together 
with 3 or 4 tablets of 0.25 mg. of the drug each 
with sublingual administration. The treatment was 
given for a period of 1 or 2 weeks. Oscillometric 
studies were made before and after the treatment 
in 4 cases and before and after administration of 
a first single intra-arterial injection of 2 cc. of 
Hydergine in 20 cc. of saline solution in 4 cases. 
The intra-arterial injection of the drug was made 
into the femoral or the brachial artery. Deforma- 
tion of the oscillometric curves was observed be- 
fore the treatment or the intra-arterial injection of 
the drug in all patients. The degree of deforma- 
tion of the oscillometric curves was in relation to 
the intensity of pain. The greatest oscillometric 
deformation corresponded to the artery nearest the 
involved joint. 

Pain was controlled on the second day of treat- 
ment in all patients but 1, in whom pain disap- 
peared on the 8th day of treatment. In this patient, 
moderate pain appeared after the treatment in an- 
other joint and the treatment was considered a 
failure. The patients could not sleep during the 
acute attack of gout. They were, however, able to 
sleep from the first night of the therapy. The tem- 
perature and color of the skin over the involved 
joint became normal. Blood pressure became nor- 
mal in patients with hypertension; it did not change 
in patients whose blood pressure was normal before 
the treatment. The oscillometric curves became 
normal or nearly normal in all patients, and the 
subjective and objective symptoms were controlled 
in all patients. 


Nasal Carriage of Staphylococcus Pyogenes by 
Student Nurses. I. B. R. Duncan, A. M. Collins, 
E. M. Neelin and T. E. Roy. Canad. M. A. J. 
77:1001-1008 (Dec. 1) 1957 [Toronto]. 


Studies made of the carriage of Micrococcus 
(Staphylococcus) pyogenes var. aureus by hospital 
nurses have shown that the carrier rate among 
them is higher than in the population outside the 
hospital and that the nurses frequently harbor 
antibiotic resistant micrococci, particularly strains 
causing cross infection among patients. The nasal 
carriage of Micrococcus was investigated in 104 
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student nurses during the first 8 to 18 months of 
training and in 15 laboratory workers. Strains found 
were identified by their antibiotic sensitivity pat- 
terns and bacteriophage types. The patterns of 
carriage in 51 nurses studied intensively were as 
follows: true carriers, 59% (16% constant and 43% 
intermittent), and noncarriers and trivial carriers, 
41% (35% occasional and 6% noncarriers). The lab- 
oratory workers showed similar carrier patterns. 
Only constant and intermittent carriers demon- 
strated true carrier status, which was defined as 
consistent carriage of the same strain for several 
weeks, and on this basis no real change in carrier 
rate was observed during the course of the survey 
even after exposure to ward environment. Anti- 
biotic-sensitive strains decreased from 71% to 13% 
during the survey and were replaced by other 
strains, particularly penicillin and tetracycline re- 
sistant phage type 81, a strain that was repeatedly 
isolated from infected patients in the hospital. A 
larger number of resistant micrococci were en- 
countered in the medical wards than in the isola- 
tion wards. No evidence is available regarding the 
replacement of some micrococcic strains in the 
nose by others and the fact that noncarriers resist 
colonization. 


SURGERY 


Six Months’ to Six Years’ Experience with Coronary 
Artery Insufficiency Treated by Internal Mammary 
Artery Implantation. A. Vineberg and J. Walker. 
Am. Heart J. 54:851-862 (Dec.) 1957 [St. Louis]. 


The authors report on 88 patients with angina 
pectoris due to coronary artery disease who were 
treated by internal mammary artery implantation 
and were followed after the operation for 6 months 
to 6'2 years by 2 different groups of cardiologists. 
The 88 patients were divided into 2 main groups: 
68 did not have angina pectoris at rest and their 
symptoms of angina had been present on an av- 
erage of 33 months; 20 patients had angina decu- 
bitus for an average of 112 months before under- 
going internal mammary artery implantation. Four 
of the 68 patients without angina pectoris at rest 
died, an operative mortality rate of 5.8%, or about 
the same as that of patients with angina pectoris 
who undergo general surgery. Nine of the 20 pa- 
tients with angina decubitus died, an operative 
mortality rate of 45%. Thirteen of the entire group 
of 88 patients died, an operative mortality rate 
of 14.7%. 

Forty-nine (72.1%) of the 68 patients without 
angina at rest were totally disabled before internal 
mammary artery implantation; 54 patients (79.4%) 
returned to work after the operation, and 53 (77.8%) 
were free of pain or had slight or less pain. There 
were 4 late deaths 4 months to 4 years after im- 
plantation. Sixty (88%) of the 68 patients are still 
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alive, and 50 (77%) are working. All 20 patients 
with angina decubitus were disabled, and most of 
them were bed-to-chair invalids. Since the opera- 
tion, 7 (35%) of the 20 patients had no pain or less 
or slight pain and 6 (30%) returned to work. There 
were 2 late deaths, 9 (45%) are still alive, and 5 of 
the latter (20%) are at work. The relationship be- 
tween the duration of coronary artery disease and 
the ability of the patient to survive and improve 
after internal mammary artery implantation seems 
highly suggestive. The optimum beneficial results 
seem to be obtained in patience who have been 
suffering, on an average, for 33 months. Excellent 
results have been obtained up to 45 months. Delay 
in the surgical treatment of coronary artery disease 
may result in so much destruction of heart muscle 
that an attempt at revascularization is futile. 


The Role of Digitalis in Mitral Valvuloplasty. 
B. Burack, J. B. Schwedel and D. Young. Am. 
Heart J. 54:863-874 (Dec.) 1957 [St. Louis]. 


The authors report experiences with 50 consecu- 
tive patients selected for mitral valvuloplasty in 
whom the digitalis preparations apparently played 
a major role in their preoperative and postoperative 
medical management. The patients were divided 
into 6 categories, with 1 patient being included in 
3 categories. Five patients did not receive digitalis 
before surgery; 10 received inadequate amounts of 
digitalis before surgery; 4 were unable to tolerate 
anesthesia until further digitalis therapy was em- 
ployed; 26 were given digitalis for prolonged pe- 
riods before surgery; 4 received digitalis during the 
preoperative period and were subjected to explora- 
tion without valvuloplasty; and 3, who were des- 
perately ill, died, 1 of a massive hemorrhage from 
a tear in a friable left auricle and 2 others of ven- 
tricular arrhythmias which occurred during anes- 
thesia before actual cardiac manipulation. The 
short latent period induced by lanatoside C and 
the more prolonged effects of digoxin, together 
with their relatively rapid elimination, made these 
agents the drugs of choice. 

Auricular fibrillation, often accompanied by con- 
gestive heart failure, occurred postoperatively in 
all patients with regular sinus rhythm who re- 
ceived no digitalis or inadequate amounts of digi- 
talis during the preoperative period. Rapid ventric- 
ular rates and congestive heart failure occurred, 
with but 1 exception, during anesthesia or during 
the postoperative period in patients with preop- 
erative auricular fibrillation who received short- 
term or inadequate digitalis preparation. The use 
of quinidine, unless combined with digitalis, did 
not prevent the appearance of postoperative arryth- 
mias. The most benign postoperative course was 
noted in patients who received adequate long-term 
digitalis therapy. The use of potassium helped to 
prevent toxic manifestations in patients with an 


].A.M.A., March 1, 1958 


increased digitalis intake. The parenteral adminis- 
tration of digitalis during the immediate postop- 
erative period appeared to eliminate or decrease 
the amount of nausea and vomiting, as compared 
to that occurring in patients in whom an attempt 
was made to administer orally equivalent amounts 
of digitalis. The patient’s ventricular response to 
exercise during the preoperative preparatory pe- 
riod as an important criterion for adequate digital- 
ization is suggested. The increased need for digitalis 
subsequent to surgical intervention on the mitral 
valve may reflect the increased left ventricular 
filling after valvular fracture, the decrease in stroke 
volume output consequent to tachycardia, and the 
positive fluid balance occurring postoperatively. 

Long-term administration of digitalis in larger 
than usual maintenance doses up to 0.75 mg. of 
digoxin daily affords the myocardium greatest pro- 
tection against arrhythmias and congestive heart 
failure in patients undergoing mitral valvuloplasty. 
It is recommended that all patients have prolonged 
and full digitalization before mitral valvuloplasty, 
regardless of the rhythm or lack of evidence of 
congestive failure. 


Pericardectomy for Chronic Constrictive Pericar- 
ditis. J. R. Marshall and J. F. Pantridge. Lancet 
2:1039-1040 (Nov. 23) 1957 [London]. 


Of 18 patients with chronic constrictive peri- 
carditis seen in the past 7 years by the authors, 17 
have undergone pericardectomy. The earlier pa- 
tients had only their ventricles decorticated, as it 
was commonly held that it was unnecessary to 
decorticate the auricles and that the latter pro- 
cedure was hazardous and should not be attempted. 
The slow and often incomplete return to normal 
of patients who underwent limited pericardectomy, 
and particularly the experience with a 9-year-old 
boy who showed the clinical picture characteristic 
of constrictive pericarditis (effort intolerance, en- 
gorged jugular veins, hepatic enlargement, ascites, 
a third heart sound, and absence of cardiac en- 
largement) led the authors to doubt the efficacy of 
decortication confined to the ventricles. In this 
instance, in which pericardectomy was done with 
both ventricles being completely decorticated, no 
significant clinical improvement followed. The cen- 
tral venous pressure remained high (26 cm. saline 
solution) and hepatic enlargement persisted. At a 
second operation in which the ventricles were 
found to be entirely clear, a dense mass of fibrous 
tissue was removed from the right auricle and 
vena cava and the venous pressure fell immediately. 
Several investigators hold that decortication limited 
to the ventricles is adequate for the complete relief 
of the hemodynamic disturbances produced by 
chronic constrictive pericarditis, while others and 
the case cited indicate that complete decortication 
not only of the auricles and ventricles but also of 
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the vena cava is necessary to restore the normal 
motion of the auriculoventricular ring which is 
important in the action of the right side of the 
heart. The object of surgery in constrictive peri- 
carditis should be to restore the normal motility of 
the auriculoventricular ring in addition to the 
decortication of the ventricles. 


Successful Resection of Fusiform Aneurysm of 
Aortic Arch with Replacement by Homograft. 
M. E. De Bakey, S. Crawford, D. A. Cooley and 
G. C. Morris Jr. Surg. Gynec. & Obst. 105:657-664 
(Dec.) 1957 [Chicago]. 


The 2 major problems associated with resection 
of aneurysms of the proximal portion of the aortic 
arch are concerned with the rapidly fatal conse- 
quences of arrest of circulation through this vital 
segment of the aorta on the heart and the central 
nervous system. Earlier efforts to solve these 
problems were directed toward use of temporary 
shunts to provide circulation during excision and 
replacement of the diseased segment and use of 
hypothermia to reduce cardiac output and oxygen 
requirement by the tissue. Although these methods 
proved to be feasible and to some extent effective 
in overcoming these problems, they have certain 
disadvantages that impose additional risks to the 
operation. Moreover, in some cases in which, fon 
example, the aneurysm arises proximally on the 
ascending aorta, it is not technically possible to 
make use of the shunt. These disadvantages have 
been circumvented by use of temporary cardio- 
pulmonary bypass with the artificial heart-lung 
apparatus. This method was first successfully em- 
ployed by the authors about 1 year ago in a pa- 
tient with an aneurysm involving the ascending 
aorta, which was resected and replaced with a 
homograft. 

Its successful application in a second patient. a 
56-vear-old man with a fusiform aneurysm involv- 
ing both the ascending aorta and transverse arch 
is reported in this paper. An artificial heart-lung 
apparatus using a modified DeWall-Lillehei oxy- 
genator was primed with 6 units of heparinized 
blood. The superior and inferior venae cavae were 
mobilized within the pericardial cavity and en- 
circled with umbilical tapes to be used later as 
temporary tourniquets. After the patient had been 
given 100 mg. of heparin, a no. 16 tvgon catheter 
was inserted into each vena cava through a smal}] 
incision made in the right auricular appendage and 
secured in place by pursestring sutures. A similar 
catheter was inserted into the common iliac artery 
through an arteriotomy made in the right common 
femoral artery, and 2 smaller catheters were in- 
serted into the innominate and left common caro- 
tid arteries, respectively, through small arteri- 
otomies made distal to the aneurysm in the thoracic 
segments of these vessels. 
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The aortic arch containing the aneurysm was 
excised and replaced by a reconstituted lyophilized 
aortic arch homograft, care having been taken to 
preserve the vagus, recurrent laryngeal, and phrenic 
nerves. The graft was inserted by anastomosis of 
the distal aorta and then the left common carotid, 
innominate, and proximal aorta in that order, using 
continuous over-and-over through-and-through su- 
tures of 000 silk. At the completion of the anasto- 
moses 150 mg. of protamine sulfate was given, and 
the bulldog clamps, which had previously been 
placed on the innominate, left common carotid, 
and subclavian arteries, were removed, after which 
the distal and proximal aortic clamps were re- 
moved in that order. The tourniquets occluding 
the venae cavae were immediately released, the 
pump discontinued, and normal circulation was 
restored through the heart and lungs. The entire 
perfusion time was 43 minutes. The operation was 
completed by removing the perfusion catheters, 
repairing the mediastinum, and closing the chest 
wall. Immediately after the operation, the patient 
responded to questions and moved all extremities. 
Recovery was essentially uneventful, and the pa- 
tient was discharged 16 days after the operation. 
He has since been observed several times, and, 5 
months postoperatively, his condition continues to 
be satisfactory and he has resumed working full 
time as a carpenter. 


Pulmonary Cryptococcosis. S. Kuykendall, F. H. 
Ellis Jr.. L. A. Weed and F. E. Donoghue. New 
England J. Med. 257:1009-1016 (Nov. 21) 1957 
[Boston]. 


Cryptococcosis, also known as torulosis and 
European blastomycosis, is a subacute or chronic 
mycotic infection caused by Cryptococcus neo- 
formans (Torula histolytica, Cryptococcus hominis). 
Although evidence exists that the skin and mucous 
membranes may be sites of primary inoculation, 
most authorities agree that the respiratory tract is 
probably the most common portal of entry of the 
organisms in human beings. The organisms are 
thought to be air borne from a reservoir in the soil. 
The infection may be disseminated hematogenous- 
ly from any portal of entry to involve any part of 
the body. There is a marked predilection for 
metastatic involvement of the brain and meninges. 
and this is almost uniformly fatal. Occasionally, 
the disease may be diagnosed while still limited to 
the lungs, lymph nodes, skin, or eye. Such localized 
infections are amenable to excisional therapy with 
the hope of cure before dissemination. The authors 
present 4 patients in whom apparently localized 
lesions of pulmonary cryptococcosis were excised 
surgically. Cryptococcosis limited to the lungs may 
be asymptomatic, or, when symptoms are present, 
they may be nonspecific and are usually those of 
an upper respiratory infection, with mild cough 
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and scanty mucoid sputum. There may be low- 
grade fever, malaise, thoracic pain, or loss of weight. 
As with other mycotic diseases, males are affected 
more frequently than females. Ages of patients 
varied from 12 to 71 years, the majority being be- 
tween 20 and 50 years. There may be moist rales, 
altered breath sounds, dullness, a pleural friction 
rub, or pleural effusion. Roentgenologic findings 
are also variable. The most common early lesions 
appear to be circumscribed, patchy areas of con- 
solidation of moderate density. 

The differential diagnosis usually is between 
primary or secondary carcinoma, tuberculosis, other 
mycotic infections, chronic pulmonary abscess, and 
bronchiectasis. Skin tests and immunological tests 
are of limited value. The causative organisms may 
be isolated from the sputum, bronchial washings, 
and pleural fluid, but the diagnosis of localized 
pulmonary cryptococcosis is seldom made before 
surgical exploration. The disease usually runs a 
benign, slow course until hematogenous dissemina- 
tion to the central nervous system or elsewhere 
occurs, and then the course is steadily downhill, 
death usually being due to meningoencephalitis. 
Spontaneous regression or disappearance of pul- 
monary lesions has been reported, but there is 
always the threat of dissemination of the disease 
if it is left untreated. Surgical extirpation of the 
pulmonary lesion before hematogenous spread has 
occurred appears to be the treatment of choice. 


Limitations of Curative Treatment of Patients with 
Bronchopulmonary Carcinoma. P. Renault and 
M. Bairon. Semaine hdp. Paris 33:3660-3667 (Oct. 
30) 1957 (In French) [Paris]. 


The authors studied specimens obtained from 
450 patients with bronchopulmonary cancer who 
were operated on. Although the results of surgical 
treatment are disappointing, this method remains 
the major procedure in the management of pa- 
tients with brochopulmonary cancer and _ provides 
the only possibility of survival. There remains the 
problem on what clinical evidence the selection of 
patients for surgical treatment should be based. 
Extrathoracic metastases represent a definite con- 
traindication, but they are far from being regularly 
detected by clinical examination. Cancer of the 
lung, as most of the other cancers, shows intermit- 
tent acceleration of growth, and surgical treatment 
is contraindicated during a bout of the growth 
process. Unfortunately, the tests of growth, in- 
cluding the patient’s weight, rise of temperature, 
erythrocyte sedimentation rate, fibremia, and elec- 
trophoresis, are neither specific nor reliable; the 
interpretation of their results is made difficult by 
the frequent occurrence of superadded infection. 
Only a peripheral, apparently isolated tumor mass 
may be of definite significance. 
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The intrathoracic extension of the tumor is of 
major importance concerning the possibilities of 
curative treatment. The round peripheral tumors, 
which are well limited, are enclosed in an aerated 
parenchyma, and have a clear radiologic aspect, 
present the ideal type for surgical intervention. 
Lobectomy is the method of choice. Spread of the 
tumor to the hilus of the lung by way of the bronchi 
may be observed particularly in tumors arising in 
the major bronchi or in certain infiltrating tumors 
of the bronchus of the upper lobe. These forms are 
poor surgical risks. At least 1 cm. of healthy 
bronchus beyond the bronchotracheal projection is 
indispensable to provide safe closure of the pneu- 
monectomy stump. The various modes of spread of 
the tumor by way of arteries, veins, and lymphatics 
and the involvement of the serous surfaces of the 
pleura and the pericardium are discussed. Despite 
the achievements obtained in the development of 
more perfect roentgenographic and bronchoscopic 
methods, it is still difficult to obtain an accurate 
appraisement of the intrathoracic spread of the 
cancer and of its operability. Exploratory thoracot- 
omy supported by extemporaneous histological 
examination is, therefore, considered indispensable, 
provided that its performance is not contraindi- 
cated for other reasons. 


Lymphangiosarcoma Secondary to Chronic Lym- 
phedema. J. B. Herrmann and J. G. Gruhn. Surg. 
Gynec. & Obst. 105:665-674 (Dec.) 1957 [Chicago]. 


The authors add the histories of 5 patients with 
postmastectomy lymphangiosarcoma to 21 previous- 
ly reported by other investigators and analyze the 
data on the 26 patients. Two cases of lymphangio- 
sarcoma of the lower extremity are also mentioned. 
The mean age of the patients at the time of 
mastectomy was 51.5 years. The mean age at the 
time of appearance of lvmphangiosarcoma was 62 
years. Lymphangiosarcoma occurred most fre- 
quently in the patients who had mastectomy and 
who were apparently cured of breast carcinoma. 
Evidence of metastatic breast carcinoma was pres- 
ent in only 1 patient, and postmortem examination 
of 4 patients revealed no evidence of mammary 
carcinoma. The likelihood of recurrences or metas- 
tases decreases as the postoperative interval in- 
creases, which is a probable explanation for the 
mean interval of 10 years between mastectomy and 
occurrence of lymphangiosarcoma. The micro- 
scopic appearance of lymphangiosarcoma was 
studied and compared with that of Kaposi's sar- 
coma. The possibility of blood vessel origin of 
lymphangiosarcoma could not be excluded. 

The significance of preceding malignant neo- 
plasia, of irradiation, and of chronic lymphedema 
as possible predisposing factors was investigated. 
None could be definitively implicated as the actual 
causal factor, but all may play a part. The prog- 


EF 
Be 
4 
j 


Vol. 166, No. 9 


nosis for patients with lymphangiosarcoma is grave. 
Most patients died of pulmonary metastasis within 
1 year, and no therapeutic procedure proved satis- 
factory. Four patients survived 3 or more years. 
Two patients had received radiation therapy only, 
and 2 patients had undergone interscapulothoracic 
amputation. It is suggested that irradiation be given 
as the initial therapy since lymphangiosarcoma is 
radiosensitive in certain patients. Interscapulo- 
thoracic amputation can be considered if no favor- 
able response is obtained within a relatively short 
time after institution of radiation therapy. 


A Five- to Ten-Year Follow-Up Study of the Bill- 
roth I and Billroth Il (Polya) Operations for 
Duodenal, Gastric and Gastrojejunal Ulcer and 
Gastroenterostomy with Vagotomy in the Treat- 
ment of Duodenal Ulcer. W. Walters, T. E. Lynn 
and J. E. Mobley. Gastroenterology 33:685-690 
(Nov.) 1957 [Baltimore]. 


The essential difference between the Billrcth 1 
and Billroth 2 types of partial gastrectomy, some- 
times referred to as gastric resection, is the anasto- 
mosis. In the Billroth 2 procedure or its modifica- 
tions, the end of the duodenum is closed and the 
proximal portion of the stomach is anastomosed to 
the jejunum, usually about 4 or 5 in. from the liga- 
ment of Treitz. After this operation, bile and 
pancreatic and duodenal secretion seep up through 
the anastomosis into the gastric segment of stomach 
before passing down the distal loop of jejunum. In 
this way they assist in the neutralization of the acid 
gastric secretion from the remaining segment of 
stomach. In the Billroth 1 operation, the proximal 
end of the resected stomach is anastomosed to the 
end of the duodenum and little alkaline duodenal, 
pancreatic, or biliary secretion seeps into the stom- 
ach. At the Mayo Clinic a 5-year to 10-year follow- 
up study was made on patients with duodenal 
ulcer in whom gastric resections of Billroth 1 and 
Billroth 2 types or vagotomy plus gastroenterostomy 
was performed. 

The best results were obtained with the Billroth 
2 operation. In the group of patients who under- 
went this operation, the incidence of excellent and 
good functional results was highest, the incidence 
of ulcer recurrence was lowest, and the incidence 
of dumping or nutritional disturbances was no 
greater than in the group treated by vagotomy and 
gastroenterostomy. The mortality rate was approxi- 
mately the same in all 3 series (1.2-2%). In the 
patients with gastric ulcer and in the series in 
which gastrojejunal ulcer had developed after gas- 
troenterostomy, the Billroth 2 operation also gave 
the highest incidence of good and excellent func- 
tional results and the lowest recurrence of ulcer. 
In a previous study of gastrojejunal ulcers, Walters, 
Chance, and Berkson showed that the best results 
in cases of gastrojejunal ulcer developing after 
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gastroenterostomy were obtained with the Billroth 
2 type of gastric resection. When the gastrojejunal 
ulcer developed after an adequate gastric resection 
had been done, vagotomy gave the best results. In 
1955, partial gastrectomy was used for approxi- 
mately 90% of the patients operated on for chronic 
recurring duodenal ulcer at the Mayo Clinic; gas- 
troenterostomy was used for 5% and gastroenteros- 
tomy with vagotomy for 5%. 


Radical Panhysterectomy and Pelvic Node Excision 
for Carcinoma of the Corpus Uteri. A. E. Schwartz 
and A. Brunschwig. Surg. Gynec. & Obst. 105:675- 
680 (Dec.) 1957 [Chicago]. 


The policy of radical hysterectomy and of pelvic 
node dissection has been followed on the Gyneco- 
logical Service of the Memorial Center for Cancer 
and Allied Diseases in New York since 1947. While 
it had been hoped that this method could be used 
in a larger number of patients each year, several 
factors limited the group in which the extended 
procedure could be performed to about 20% of 
those patients operated on year after year. Since 
1947, pelvic node dissections have been done in 
combination with panhysterectomy or excision of 
a cervical stump for endometrial carcinoma in 96 
patients. The surgical and hospital mortality was 
2%. The incidence of urinary tract fistulas was 8%. 
Pelvic node metastases were found in 13 (14%) of 
the patients. Two of these 13 patients are alive and 
well more than 5 years after radical hysterectomy 
and pelvic node dissection. One is alive and well 
after more than 2 years. The remainder have died 
of recurrent disease. It has been stated that, if the 
endometrial carcinoma involves the isthmus or 
endocervix, it is more likely to spread to pelvic 
lymph nodes, because the cancer has entered the 
lymphatic drainage of the cervix, than if the lesion 
is situated in the fundus. 

The location of the lesion and depth of myo- 
metrial invasion of the 13 patients with positive 
pelvic nodes support this contention. In 11 patients 
the lesion had extended to the isthmus or endo- 
cervix. One of the 2 patients in whom the pelvic 
nodes had become involved despite the fact that 
cancer was limited to the fundus survived 5 years. 
This fact emphasizes the importance of the path- 
way of lymphatic spread via pelvic nodes when 
the lesion is present in the fundus alone, as well 
as when it involves isthmus or endocervix. It is 
noteworthy that of the 13 patients 7 had metastases 
involving hypogastric nodes and in 5 patients para- 
metrial nodes also contained metastases. 

The 37 patients who were followed up for 5 
years or more after pelvic node dissection are di- 
vided into groups according to the location of the 
lesion within the uterus. Of 14 patients whose 
lesion was located in the fundus of the uterus, 12 
survived 5 years or more. Of 12 patients in whom 
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carcinoma was present in the fundus but involved 
isthmus or endocervix as well, only 5 survived 5 
years or more. The authors gained the impression 
that the location of the lesion per se is not the most 
significant factor but rather the depth of myo- 
metrial invasion. Thus, the poorer prognosis in the 
group in which a lesion in the fundus had spread 
to isthmus and endocervix was also associated with 
a more advanced lesion, as evidenced by a high 
degree of deep myometrial invasion. The authors 
realize that pelvic node dissection constitutes an 
appreciable extension of the operation, which 
should not be essayed in a large percentage of pa- 
tients because of obesity and advanced age. With 
due consideration of the general status of the 
patient, however, radical panhysterectomy with 
pelvic node excision seems to be a logical operation 
for cancer of the body of the uterus because, if 
nodes have been invaded, the patient will be given 
the benefit of their excision. In the absence of de- 
tectable metastasis in the pelvic nodes, such an 
operation is preferable to simple panhysterectomy 
on the basis of the principle that wide excision 
should be performed for a malignant lesion. 


A Five Year Survey of 1,055 Consecutive Patients 
With Extrahepatic Biliary Tract Diseases. J. R. 
Babcock and R. C. Eyerly. Surg. Gynec. & Obst. 
105:711-716 (Dec.) 1957 [Chicago]. 


A total of 1,055 patients with extrahepatic biliary 
tract disease were analyzed. This group represented 
2% of the total admissions to 2 hospitals during 
that time. Of the 1,055 patients, 768 (72.8%) were 
operated on. The 768 operations represent 8% of 
the total number of operations performed during 
the period of study, 1948-1952 inclusive. Choledo- 
chostomy was performed on 24% of the patients 
subjected to cholecystectomy, calculi being found 
in 55% of them. Exploration of the common duct 
did not cause more deaths than cholecystectomy in 
patients with chronic cholecystitis and cholelithia- 
sis. The mortality rate was 5 times as high after 
acute cholecystitis with cholelithiasis than after 
chronic cholecystitis with cholelithiasis. Associated 
cardiac disease in aged patients contributed greatly 
to the mortality rate, especially in patients with 
acute gallbladder disease. Secondary operations on 
the common duct were not as frequent as reported 
from many other clinics. There were no deaths 
after operations in this group. The results were 
good in all patients operated on for retained stones 
or stenosis of the sphincter of Oddi. The condition 
of 50% of patients operated on for stricture of the 
common duct was improved, the remaining pa- 
tients have recurrent symptoms which are being 
treated conservatively. 

The over-all operative mortality was 3.4%. The 
highest mortality occurred in patients suffering 
from malignant disease of the biliary tract. The 
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most frequent cause of death in this group was 
metastatic disease and hepatic failure. Deaths were 
relatively twice as frequent in men as in women. 
Cardiac arrest was the cause of death in 3 patients, 
but it is regarded as incidental in these patients 
and not peculiar to gallbladder disease. This re- 
view revealed that the majority of patients with 
biliary tract disease are over 50 years of age, that 
most postoperative deaths occur in patients over 
50 years of age, and that the mortality can be 
greatly reduced by earlier diagnosis and by more 
prompt surgical eradication of the disease. 


Generalized Excessive Oozing in Patients Under- 
going Major Surgery and Receiving Multiple Blood 
Transfusions. M. B. Zucker, M. Siegel, E. E. Cliffton 
and others. J. Lab. & Clin. Med. 50:849-861 (Dec.) 
1957 [St. Louis]. 


The authors report excessive generalized bleed- 
ing or oozing in 15 of 78 patients who were under- 
going extensive surgery for malignant neoplasm. 
Blood clotting factors and fibrinolysis were studied 
in the 78 patients before, during, and after the 
surgical intervention. Oozing could not be ascribed 
to massive blood replacement, and in none of the 
patients in whom oozing occurred was the platelet 
count below 100,000 per cubic millimeter. Plasma 
citrate concentration bore no relationship to the 
occurrence of oozing. Fibrinolytic activity of the 
euglobulin fraction was found during or shortly 
after surgery in 9 of the 15 patients. Active whole 
clot lysis was observed in 6 patients. Fourteen of 
the 63 patients in whom oozing did not occur had 
euglobulin fibrinolytic activity, and 5 had whole 
clot lysis. Fibrinogen concentration fell below 100 
mg. per cubic centimeter in only 3 of the patients 
in whom oozing was found, 2 of whom were under- 
going hepatic lobectomy. Decreases in prothrombin 
and factor 7 concentrations during surgical inter- 
vention occurred with equal frequency among pa- 
tients in whom oozing occurred and among those 
in whom it did not, but decreases in factor 5 oc- 
curred more frequently in patients in whom oozing 
was seen. Values below 50% of normal were ob- 
served only in patients undergoing hepatic lobec- 
tomy. All but 1 of 14 patients with oozing for whom 
adequate data were obtainable showed a change in 
at least 1 of the factors measured. Three had poor 
prothrombin consumption before surgery, 3 had 
prothrombin or factor 5 concentrations below 70 
per 100 cc., and the remaining 7 had fibrinolytic 
activity and in addition some other change. The 
correlation between oozing and the occurrence of 
multiple changes was statistically significant. 

It is difficult to assess therapeutic measures be- 
cause both lysis and oozing may cease without 
treatment. Lyophilized fresh (antihemophilic) 
plasma was used largely because many of the 
samples tested had very high antifibrinolytic ac- 
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tivity. It also contains prothrombin, factor 7, and 
fibrinogen in approximately normal concentration, 
but there is a subnormal concentration of factor 5. 
Fresh whole blood collected in plastic bags is 
recommended when thrombocytopenia is present, 
and fibrinogen (fraction 1) should be given when 
severe hypofibrinogenemia occurs. 


NEUROLOGY & PSYCHIATRY 


Further Results of New Methods of Treatment for 
Parkinsonism. F. Giberti, G. Gianniotti and S. Spiz- 
zirri. Gazz. med. ital. 116:404-407 (Sept.) 1957 (In 
Italian) [Turin, Italy]. 


Sixty-four patients with extrapyramidal syn- 
drome, of whom 13 had Parkinson's disease, 46 
postencephalitic Parkinsonism, and 5 other extra- 
pyramidal syndromes, were treated for 60 days 
with a new Compound 10870, whose chemical 
formula is 3-phenyl-3 (8-diethylaminoethyl)-2-6- 
dioxypiperidino-hydrochloride. The patients were 
divided into 4 groups. The lst group received reg- 
ular Compound 10870 alone, the 2nd group long- 
acting Compound 10870, the 3rd group Compound 
10870 combined with reserpine, and the 4th group 
Compound 10870 combined with reserpine and 
Ritalin (methylphenidate hydrochloride). Regular 
Compound 10870 was most effective in improving 
hypertonia and tremor. Long-acting Compound 
10870 improved the vegetative symptoms: hyper- 
salivation, seborrhea, and hyperidrosis. The com- 
bined treatment with Compound 10870 and reser- 
pine or Ritalin afforded no benefit to the patients. 
Worsening of symptoms occurred in a patient with 
a choreiform syndrome. 

The authors began treatment with daily dosages 
of 1.25 mg. of regular Compound 10870, 0.25 mg. 
of reserpine, 2.50 mg. of Ritalin, and 3.75 mg. of 
long-acting Compound 10870, administered in di- 
vided doses of 3 to 6 a day. The dosages were grad- 
ually increased every 2-5 days until the following 
maximum tolerance to the drugs was reached: 30 
mg. of regular Compound 10870, 6 mg. of reserpine, 
35 mg. of Ritalin, and 37.5 mg. of long-acting Com- 
pound 10870. The treatment was discontinued in a 
few patients after 20 to 30 days. Relief of 1 or more 
symptoms was observed in 36 patients and no 
relief of symptoms in 28. The greatest relief of 
symptoms in descending order of frequency and 
intensity was as follows: hypertonia (40 of 63 cases), 
tremor (33 of 60 cases), vegetative and psychic dis- 
turbances, and speech impairment. Patients with 
Parkinson's disease derived greater benefit from 
the drug than those with postencephalitic Parkin- 
sonism. Compound 10870 was well tolerated. Minor 
side-effects were observed in a few patients: 5 
complained of dryness of the mouth, 3 of tem- 
porary edema, 3 of mental confusion, and 2 of 
blurred vision. 
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Fatal Damage to the Brain by Epileptic Convul- 
sions After a Trivial Injury to the Head. J. M. Small 
and A. L. Woolf. J. Neurol. Neurosurg. & Psychiat. 
20:293-301 (Nov.) 1957 [London]. 


The susceptibility of the brain in childhood to 
anoxic damage during epileptic convulsions is still 
not widely recognized. The authors present the 
history of a 13-year-old boy who, in the course of a 
cricket game, was struck by the cork ball on the 
forehead. The boy had been in good health and 
had no history of seizures. After he was hit by the 
ball, he fell over backwards but picked himself up 
and went on playing as though unaffected. Later 
he went home with a friend, passed a normal night, 
and went to school the next day. He behaved 
normally at school but boasted about the bruise on 
his forehead. At 4:15 p. m. he returned home, car- 
ried out a shopping errand, and seemed in every 
way normal until 6:15 p. m., when his mother 
noticed that he appeared to be “unconscious.” A 
few moments later, he got up from his chair with 
his eyes shut and picked up a piece of bread from 
the table, put it in his mouth, took it out, and then 
had a fit, all limbs convulsing, and became uncon- 
scious. He was hospitalized at 7 p. m. and later 
vomited. In the course of the following 2 days he 
had a series of epileptic attacks followed by deep- 
ening unconsciousness and death. 

During one of the more severe attacks amount- 
ing to status epilepticus, there was evidence of em- 
barrassed respiratory function and accumulation 
of bronchial secretions. Neurosurgical investigation 
and subsequent postmortem examination showed 
that there was no intracranial hemorrhage or other 
naked-eye findings to explain the deepening un- 
consciousness. Histological examination of the brain 
showed widespread, though asymmetrical, cerebral 
degeneration typical of anoxia. It is pointed out 
that epileptic convulsions, whether traumatic or 
otherwise, may cause anoxic damage to the brain. 
The role of respiratory embarrassment during status 
epilepticus in producing this anoxia is stressed. The 
connection between the trivial head injury and the 
convulsions remains obscure, but a similar case is 
recorded in the literature. 


Kuru: Clinical Study of a New Syndrome Resem- 
bling Paralysis Agitans in Natives of the Eastern 
Highlands of Australian New Guinea. V. Zigas and 
D. C. Gajdusek. M. J. Australia 2:745-754 (Nov. 23) 
1957 [Sydney]. 


The authors report clinical, pathological, and 
epidemiologic observations on 154 patients with a 
new illness resembling paralysis agitans or Park- 
insonism and apparently belonging to the group 
of chronic progressive heredofamilial degenerative 
disorders of the central nervous system. The pa- 
tients were natives of the Fore linguistic and cul- 
tural group in the Eastern Highlands of New 
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Guinea and their immediate tribal neighbors who 
intermarry with them. Twenty-four of the 154 pa- 
tients were male and 130 female. Of the 49 patients 
between 5 and 19 years of age, 18 were male and 
31 were female. Of the 105 patients between 20 
and more than 40 years of age, 6 were men and 
99 were women. The disorder affects principally 
adult females, but almost 25% of the patients are 
children of both sexes. Adult males are rarely 
affected. The illness is apparently restricted to the 
Fore group with a population of about 11,000 and 
to only those portions of their tribal neighbors, the 
Kimi, Auiana, Usurufa, Kanite, Keiagana, and 
lagaria, who intermarry with them, an estimated 
additional population of about 5,000. The disease 
is designated “kuru” by the natives. 

The first symptom was locomotor ataxia. About 
33% of the patients reported knee pain, headache, 
malaise, fever, cough, and coryza, in order of de- 
creasing frequency, as prodromal symptoms. As 
the ataxia became more marked, with awkward 
placement of the feet and a swaying and weaving 
gait, a distinctive tremor involving the trunk, ex- 
tremities, and head appeared, and this tremor was 
exaggerated when the patient attempted coordi- 
nated voluntary motor activities or when he was 
excited or apprehensive, fatigued or exhausted. 
Within 1 month of the onset, both the ataxia and 
tremors were usually prominent. During the second 
to the third month of illness, when tremors became 
more severe and rather coarse in quality, a chorei- 
form component entered into the involuntary motor 
pattern. Most patients continued to walk with the 
support of a stick for 1 or 2 months and thereafter 
could no longer maintain their equilibrium un- 
assisted and remained sedentary but still mod- 
erately well integrated in their native society. The 
patients’ conditions rapidly deteriorated, and, from 
3 to 6 months after the onset, they were left to lie 
indoors with fecal and urinary incontinence and 
rapidly developing decubitus ulcers. Convergent 
strabismus was often present at this time. Speech 
and intelligence were normal in the early stages, 
but dysarthria appeared in the 2nd to the 4th 
month and became more marked as the disease 
progressed. Still in the early months of illness, 
marked emotionalism appeared; inappropriate ex- 
cessive laughter and slowly relaxed smile or par- 
oxysmal hilarity alternated at times with moods of 
depression and, occasionally, of moderately bel- 
ligerent or aggressive behavior. Later a gradual 
pattern of withdrawal, with a mask-like facies re- 
sembling that of classical Parkinsonism, was ob- 
served. Until late in the illness there was no 
muscular weakness or paralysis and no rigidity or 
spasm, and, although in advanced stages severe 
muscular spasm and intermittent resistance to pas- 
sive motion of the extremities appeared, muscular 
contractures were very late in developing despite 
the predominantly flexed posture which the pa- 
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tients generally assumed and occasionally did not 
develop at all. The disease usually ran its course 
in 6 to 9 months and rarely lasted over 1 year. 
Preliminary neurohistological examination of 6 
of the 10 brains thus far obtained from patients 
with kuru revealed widespread neuronal degenera- 
tion. The cerebellum and the extrapyramidal sys- 
tem were most severely affected. There were also 
changes in the anterior horn cells, inferior olives, 
thalamus, and pontine nuclei. Gross and micro- 
scopic pathological studies of other tissues from 
these 10 patients did not show any specific lesions. 
Acute meningoencephalitis with a mononuclear 
pleocytosis in the cerebrospinal fluid was discov- 
ered in the region, but it was impossible to estab- 
lish any relationship between this infection and 
kuru. No antecedent encephalitic or meningo- 
encephalitic illness or any other acute infectious 
disease was identified in the study of kuru, and no 
nutritional or toxic factor was incriminated as of 
possible causative significance in the disorder. A 
congenital familial tremor, which did not greatly 
interfere with a normal life in native society, was 
observed and was easily differentiated from the 
rapidly progressive degeneration in kuru. Genetic 
predisposition is strongly suggested, but any ethnic- 
environmental variables that are operating in the 
pathogenesis of kuru have not been determined. 


Excitomotor Syndrome Elicited by Drugs Exhibit- 
ing a Depressant Action on Neural Centers (Neu- 
roleptics). J. Delay, P. Deniker, A. Green and 
M. Mordret. Presse méd. 65:1771-1774 (Nov. 2) 
1957 (In French) [Paris]. 


Patients admitted to the clinic for mental and 
cerebral diseases in Paris were treated with reser- 
pine, chlorpromazine, and proclorperazine, a new 
French chlorpromazine-like compound. Observa- 
tions made on these patients confirmed previous 
reports by other workers that reserpine and chlor- 
promazine may cause reversible extrapyramidal 
symptoms. It is this effect which distinguishes 
reserpine and chlorpromazine from the classic 
sedatives and from certain other “tranquilizers,” 
and it prompted the authors to suggest the term 
“neuroleptic” for these drugs. 

In addition to bradykinetic and Parkinsonian 
manifestations which were frequently observed 
and which occasionally occurred unilaterally and 
with some delay after the administration of rather 
large doses of chlorpromazine and reserpine, other 
peculiar manifestations were particularly asso- 
ciated with proclorperazine. They were acute and 
transitory and occurred without delay after the 
administration of small doses of the drug. They 
were either of excitomotor type, such as tremor 
similar to that from a chill, myoclonia, sudden 
shaking with extension of the trunk, akathisia, and 
tasikinesia or of akinetic and occasionally of akineto- 
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hypertonic type with a fairly specific linguo- 
masticatory and cervical localization, and they 
were associated with a condition of psychomotor 
hypersuggestibility, causing them to be considered 
as “hysteroid.” Oculogyric crises similar to those 
which occur in patients with epidemic encephalitis 
were also noted. These observations provide sup- 
plementary data for explaining the neurophysiolog- 
ical mechanism of action of reserpine, chlorproma- 
zine, and proclorperazine, and they also offer new 
‘therapeutic views. It seems possible that the excito- 
motor manifestations, which in addition to the 
extrapyramidal symptoms are elicited by these 
drugs, particularly those manifestations which are 
of crisis type, may yield therapeutic results which 
differ from the essentially sedative effects which 
up to now have been expected from these sub- 
stances in the field of neuropsychiatry. Chlor- 
promazine should be given first a trial in patients 
with schizophrenia with catatonic excitement; 
reserpine or any other drug which may elicite ex- 
citomotor manifestations should be preferred in 
patients with schizophrenia with adynamia and 
apathy. The neuroleptic drugs seem to be least 
effective in endogenous melancholia and in the 
hypothymic forms of schizophrenia. They exerted 
a favorable effect on excitation, agitation, and im- 
pulses of patients with schizophrenia but also in- 
duced improvement of contact and apraxia. 


GYNECOLOGY & OBSTETRICS 


Regression of Human Metastatic Mammary Cancer 
Induced by 3-Methylcholanthrene. C. Huggins and 
J. D. McCarthy. Cancer Res. 17:1028-1032 (Nov.) 


1957 [Chicago]. 


A solution of 3-methylcholanthrene in sesame oil 
(1 Gm. in 100 cc. of oil) was administered to 6 
women between 49 and 63 years of age with mam- 
mary cancer. A dose of 20 mg. of the compound 
was administered intramuscularly daily to 3 pa- 
tients. A daily dose of 50 mg. was given orally to 
3 patients in whom exhausting nausea and vomit- 
ing occurred within 5 days, making withdrawal of 
the drug necessary. The patients receiving the drug 
intramuscularly complained at times of slight, 
transitory nausea, but it was mild and there was 
no great decrease of intake of food. In 2 patients 
a mild transitory diarrhea occurred. A gastric ulcer 
occurred in 1 patient during the administration of 
the drug, and 3-methylcholanthrene had no bene- 
ficial effect on the mammary cancer of this patient. 
The drug induced some regression of mammary 
cancer in the other 5 patients, 4 of whom have 
been treated earlier by adrenalectomy and oopho- 
rectomy. There was subjective and objective evi- 
dence of inhibition of the malignant process, and 
in 1 patient the regression was of major magnitude 
and had clinical therapeutic significance. This 
effect of 3-methylcholanthrene was remarkable, 
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since the responding neoplasms were not de- 
pendent on hormones but were of undifferentiated 
types which have been hitherto refractory to in- 
hibitory influences. In all the patients there were 
temporary decreases in the levels of circulating 
hemoglobin and serum proteins during the admin- 
istration of 3-methylcholanthrene. These proteins 
increased in amount after the cessation of admin- 
istration of the compound. It must be emphasized 
that the administration of 3-methylcholanthrene to 
human beings is potentially dangerous, since the 
compound may give rise to new neoplasms; but a 
carcinogenic effect was not observed in the pa- 
tients in the brief period of 9 months. 


Treatment and Prognosis in Cancer of the Ovary 
with a Review of a New Series of 143 Cases 
Treated in the Years 1944-1951. E. W. Munnell, 
H. W. Jacox and H. C. Taylor. Am. J. Obst. & 
Gynec. 74:1187-1200 (Dec.) 1957 [St. Louis]. 


In 1949, 2 of the authors published a report on 
the cases of cancer of the ovary treated at the 
Sloane Hospital during the period from 1922 to 
1943. In this series there were 200 cases of primary 
cancer and 53 metastatic tumors of the ovary. The 
5-vear cure rate for the cases of primary cancer 
during this period was 27.5%. This was a relatively 
good figure, but it was admitted that the figure 
reported in any article was at least as dependent 
upon the pathological criteria for malignancy and 
the categories included as on any actual or claimed 
excellence of treatment. For the further study of 
this problem, the authors now report an additional 
148 cases of primary cancer treated during the 
vears 1944-1951, inclusive, for which 5-vear end 
results are available. On the basis of these new 
cases, the authors reexamined the subject to de- 
termine whether any significant improvement in 
therapy has been accomplished. In comparing the 
2 groups, the importance of histogenetic type, his- 
tological grade, and stage of clinical extension in 
prognosis has again been stressed. No significant 
improvement in the results in the more recent as 
compared with the earlier period was noted. The 
prospect of chemotherapy and of improved x-ray 
therapy is discussed. 


PEDIATRICS 


Combined Immunization Against Diphtheria and 
Whooping-Cough in Infants Aged 2-5 Months. 
G. Bousfield. Brit. M. J. 2:1216-1217 (Nov. 23) 1957 
[London]. 


It has previously been observed that immuniza- 
tion against diphtheria and whooping cough would 
appear to be much safer with children 3 to 6 
months of age than with the older age groups, 
owing to the relative infrequency of poliomyelitis 
during the first few months of life. All the sub- 
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jects studied in this report were in the 2-5 month 
age group, and all were given 3 monthly injections 
of 1 ml. of W. D. P. (diphtheria toxoid with pertussis 
vaccine). Schick tests were performed on these 
children at the age of 15 months. Of 1,641 cases, 
941 were Schick positive and 700 Schick negative 
before immunization. After immunization, 938 
(99.68%) of those who were Schick positive and 698 
(99.71%) of those who were Schick negative were 
Schick negative, indicating that maternally be- 
stowed antitoxin does not in any way interfere 
with the ultimate development of satisfactory im- 
munity when a 3-dose course of W. D. P. is given 
at monthly intervals. The question of the satisfac- 
tory duration of this immunity up to school-age 
without intermediate booster immunizations be- 
yond the slight stimulus of the Schick test per- 
formed at the age of 15 months is resolved with 
the testing of children who were inoculated with 
3 injections of W. D. P. more than 4 years pre- 
viously at the age of 2 to 5 months. In 148 children 
of this group, 91.9% of the 74 who were Schick 
positive before immunization became Schick nega- 
tive, and 95.9% of the 74 who were Schick negative 
retained this state. Protection against severe or 
even moderate whooping cough was also shown to 


be of a high order. 


The Roentgenographic Diagnosis of Geophagia 
(Dirt-Eating) in Children. E. Gardner and 
F. Tevetoglu. J. Pediat. 51:667-671 (Dec.) 1957 
[St. Louis]. 


Sixty children, all proved dirt eaters, ranging in 
age from 11% months to 4% years and all residents 
of Nueces County, Texas, had anemia, achlorhydria, 
and dirt in the feces. All of the children, 53 (88%) 
of whom are Latin Americans, came from low- 
income family groups and had easy access to earth. 
X-ray was used as a primary as well as a secondary 
means of diagnosis, the diagnosis in the former 
group being incidental in patients coming to the 
clinic for complaints unrelated to geophagia. The 
diagnosis of geophagia in the second group, based 
on either a history arousing suspicion of dirt-eating 
or anemia, was confirmed by x-ray. An anteropos- 
terior view of the abdomen was sufficient for the 
demonstration of dirt in the colon, although it is 
necessary to rule out the ingestion of any medicine 
or administration of heavy metals, such as barium 
or bismuth. Chest films are sufficient for diagnosis 
in patients with large amounts of ingested ma- 
terial in the colon where the appearance of dirt 
was fairly constant, varying only in the amount 
present. Two of the 4 cases on which semiquantita- 
tive spectrographic analysis was done did not re- 
veal radiographic evidence of geophagia. Patients 
admitted to the hospital showed no dirt in the 
colon in 3 to 10 days, while patients treated at 
home showed dirt in the colon for 3 weeks, indi- 
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cating that dirt-eating continued. One patient, so 
severely anemic that he was unable to walk, who 
had been treated to no avail with numerous vita- 
mins, hematinics which included folic acid and 
vitamin B,2, and iron and liver preparations, re- 
sponded to iron-cobalt mixture therapy; the re- 
sponse to the latter type of therapy was a con- 
sistent factor in all the cases in this series. All 60 
patients exhibited hypochromic, microcytic anemia 
associated with achlorhydria, suggesting that in 
patients in whom the presence of an unexplained 
iron-resistant anemia or achlorhydria or a history 
that would lead one to suspect geophagia should 
be x-rayed to determine the presence or absence 
of dirt in the gastrointestinal tract. 


Interstitial Plasma Cell Pneumonia and Pneumo- 
cystis Carinii. A. Ariztia, W. Bustamante, L. Moreno 
and others. J. Pediat. 51:639-645 (Dec.) 1957 [St. 
Louis]. 


In the past few years an increasing number of 
papers from European clinics have been published 
describing a severe respiratory disease which al- 
most exclusively attacks premature and under- 
nourished infants. The pathological findings show 
widespread interstitial infiltration of the lungs with 
mononuclear cells and plasmocytes and a peculiar 
foamy exudate in the alveoli. Most cases appear in 
an epidemic manner in the wards of childrens 
hospitals, and, although the etiology has not been 
definitely established, Vanek and Jirovec called 
attention to the presence in these cases of a para- 
site, Pneumocystis carinii, which is known to infect 
a wide variety of animals. Deamer and Zollinger 
published a review of this disease and stated that 
the disease entity seemed to be relatively unknown 
in the United States. Ariztia believed that the dis- 
ease was found in Chile and that clinical diagnosis 
of it was made in several instances. Moreno studied 
special types of respiratory diseases which were 
diagnosed during life as bronchopneumonia and 
which occurred in premature and malnourished 
infants; these diseases were similar in all aspects to 
those described by the European pediatricians as 
interstitial plasma cell pneumonia, and the parasite 
Pneumocystis carinii was found in lung sections 
from these patients. 

A clinical diagnosis of interstitial cell plasma 
pneumonia was made in 5 patients, the remaining 
5 cases being diagnosed as bronchopneumonia. The 
onset of the disease occurred between 3 and 6 
months postpartum in the 7 premature infants, in 
2 infants born at term, and in 1 child whose birth 
weight was unknown. The clinical onset was char- 
acterized in 6 cases by increasing dyspnea, cyano- 
sis, and anorexia, in 4 cases by rapidity, and in 
only 1 case by a persistently high fever. The clinical 
course of the disease was variable. In accordance 
with Torricelli’s criteria, 7 patients were adjudged 
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to have typical cases of interstitial plasma cell 
pneumonia, 2 to have disease similar to broncho- 
pneumonia, and 1 to have a case of the asphyxia 
type with pneumothorax. The radiologic findings 
are so characteristic that, although they do not 
present a unique pattern, the constant association 
of the different findings make the radiologic pic- 
ture almost pathognomonic. There is an extremely 
severe, persistent interstitial emphysema that flat- 
tens and immobilizes the diaphragm and causes, 
simultaneously, a protrusion of the aerated lung 
through the intercostal spaces and a mediastinal 
emphysema especially visible in the lateral posi- 
tion. The most constant factor is an emphysema 
that is present prior to the development of symp- 
toms, is unrelated to the clinical picture, and 
persists after the symptoms have disappeared. The 
lack of physical signs associated with severe func- 
tional and systematic involvement and a high mor- 
tality rate further characterize a disease entity, for 
which a complement deviation test has been de- 
vised with use of an antigen extract of lungs of 
infants who have died of interstitial plasma cell 
pheumonia. 


Palmar Pulsation: A Physical Sign of Patent Ductus 
Arteriosus in Infancy. D. Stuckey. M. J. Australia. 
2:681-682 (Nov. 9) 1957 [Sydney, Australia]. 


In a child who fails to thrive or shows signs of 
congestive heart failure, the recognition of a patent 
ductus arteriosus becomes a practical problem be- 
cause of the possibility of its surgical treatment. 
Often the murmur is not typical either in character 
or in site of maximum intensity, and reliance must 
be placed on the peripheral arterial signs. In a 
2-month-old infant with characteristic signs of 
patent ductus arteriosus later confirmed by op- 
eration, it was observed that pulsation of the meta- 
carpals could be easily felt in the palm of the hand 
as a strong, forcible pulsation. Subsequently, this 
physical sign was found in a number of children 
suffering from patent ductus arteriosus, and it was 
decided to try to assess its value from a diagnostic 
point of view. A group of children in whom the 
cardiovascular system was judged to be normal 
was examined for the presence of palmar pulsation. 
\ group of children suffering from a variety of 
congenital heart defects other than patent ductus 
arteriosus was similarly examined. 

On the basis of the results obtained in these 
studies the author arrives at the following conclu- 
sions: 1. In the absence of fever, severe anemia, 
and high environmental temperatures, palmar pul- 
sation is rarely found in normal infants or in in- 
fants with various forms of congenital heart disease 
other than patent ductus arteriosus. 2. Palmar pul- 
sation is usually present in children suffering from 
patent ductus arteriosus and is a useful confirma- 
tory sign of the condition in infants. 3. Absence of 
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palmar pulsation in a child under the age of 2 
vears makes it unlikely that a patent ductus 
arteriosus of any size is present. 


OTOLARYNGOLOGY 


Cramps of the Professional Voice. J. A. Pradillo. 
A. M. A. Arch. Otolaryng. 66:624-628 (Dec.) 1957 
[Chicago]. 


Vocal cramps occur in such persons whose pro- 
fession involves the use of the voice as singers, 
teachers, speakers, radio and television announcers, 
and jai-alai book makers. This last group consists 
usually of men with powerful baritone voices, al- 
though a few, to avoid fatigue, use af biphase or 
falsetto voice. Cramps may affect the extrinsic as 
well as the intrinsic muscles of the larynx and other 
muscles forming part of the vocal organs. The 
author gives special attention to the thyreoaryte- 
noids, commonly called vocal cords. He describes 
the 2 types of muscular fibers found in these cords, 
pointing out that they resembie those of the myo- 
cardium from the point of view of their histological 
constitution as well as their physiology, since they 
have the property of fibrillating, of moving rhyth- 
mically, and of vibrating. Such muscles require a 
proportionally greater quantity of nutrients and 
especially oxygen to satisfy metabolic requirements 
than do other muscles. Vocal fatigue is a deter- 
mining factor of the cramps, which occur after a 
prolonged period of vocal exercise. The cause is 
that in the muscular metabolism during the 
anaerobic phase the carbohydrates pass through 
various transformations—glycogen to glucose to 
glucose-6-phosphate to pyruvic acid to lactic acid— 
and an exaggerated muscular activity can promote 
the formation of an excessive quantity of pyruvic 
acid, thereby disturbing the succeeding phases of 
the metabolism. The incomplete combustion in 
turn creates a lack of oxygen (oxygen debt) neces- 
sary for the proper functioning of muscular fibers, 
especially when the activity is intense. 

Apart from the main factor, which is fatigue, 
some special body conditions are necessary. Meta- 
bolic changes brought about by hormonal diseases 
and by those of general character, disturbances of 
glucide metabolism, and uricemia all have a bear- 
ing in the production of cramps. Pain develops, 
generally on the sides of the larynx, making it im- 
possible for the person to emit any sound. It rarely 
lasts over 1 minute. The patients, trying massage 
as a corrective, may be able to go on singing, al- 
though the cramp may return immediately or after 
a few days. Cramps may return sporadically. The 
author differentiates cramps of the professional 
voice from other phonetic impediments such as 
“trac, neurovasomotor monochorditis, and “coup 
de fouet.” The author comments on the histories of 
9 patients with vocal cramps; by interviewing many 
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persons who use their voices professionally, he 
gained the impression that this type of cramp is 
comparatively frequent, especially when the person 
affected is beyond the age of 40, and that patients 
who experience it also frequently have cramps in 
other muscles of the body. 


Continuing Clinical Study of Local Treatment of 
Allergic Rhinitis: Use of a Nasal Spray Containing 
Prednisolone Acetate and Chlorprophenpyridamine 
Gluconate. W. H. Evans. Ann. Otol. Rhin. & 
Laryng. 66:716-728 (Sept.) 1957 [St. Louis]. 


Considerable clinical and experimental evidence 
has accrued to furnish a firmer rationale for the 
topical use of corticosteroids in treatment of aller- 
gic inflammations in the nose. The prednisolone— 
chlorprophenpyridamine nasal spray was used in 
the majority of cases of allergic rhinitis as adjuvant 
therapy. Many of the patients have been followed 
for many years and have had various types of 
treatment, including systemic and topical antihista- 
minics of various types, specific desensitization, 
and antibiotics. Many had previously received 
treatment with the earlier preparation of cortisone 
and Chlor-Trimeton in the form of nose drops or 
nasal packs. During the past 15 months, in almost 
all patients with nasal allergy requiring continued 
symptomatic treatment, the cortisone—Chlor-Trime- 
ton solution has been replaced by the prednisolone- 
Chlor-Trimeton suspension in a plastic spray bottle. 
The spray emitted is fine enough to reach all parts 
of the nasal lining, and it has the practical advan- 
tage of being much easier for the patient to use. 
The small bottle can be carried in the pocket or 
purse and used conveniently whenever symptoms 
require. Eighty patients have used the predni- 
solone-Chlor-Trimeton nasal spray, 37 the predni- 
solone preparation with phenylephrine added, and 
21 with added phenylephrine and neomycin. Eleven 
in the second group and 2 in the last group also 
were among the 80 who received the basic prepara- 
tion containing only prednisolone and Chlor- 
Trimeton. 

The total number of patients, with sufficient 
follow-up for evaluation, was 125. Among these 
125 patients who used the prednisolone nasal sus- 
pensions, 115 obtained significant relief. Obser- 
vations on these patients and reports of other 
observers cited by the author furnish convincing 
proof of the efficacy of the corticosteroids and their 
analogues when applied topically to inflamed nasal 
mucosa in allergic conditions. Since prednisolone, 
generally speaking, appears to be safer and more 
effective than hydrocortisone (or as effective), it 
would appear, at present, to be the preparation of 
choice for this purpose. In practically all cases, the 
results obtained with the prednisolone—Chlor- 
Trimeton suspension parallel those observed with 
the older cortisone and hydrocortisone prepara- 
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tions, although an occasional patient claims to ex- 
perience greater relief with one or another prepara- 
tion. 


Prevention of Adverse Effects of Streptomycin on 
the Ear. T. Ozaki. A. M. A. Arch. Otolaryng. 66: 
673-678 (Dec.) 1957 [Chicago]. 


The author reports on adverse after-effects ob- 
served in 39 patients who had been referred to the 
otorhinolaryngological department from the tuber- 
culosis department as suspected of having untoward 
effects of streptomycin; 29 of the patients were 
observed for a certain period. Two or more audio- 
grams had been taken in these patients, the first 
before the onset of treatment and the others at 
intervals of 10 days after the onset of treatment. 
These patients had received intramuscular injec- 
tions of 1 Gm. of streptomycin twice a week. Ad- 
verse effects resulting in impairment of hearing was 
observed in 10 of the patients after they had re- 
ceived only from 2 to 10 Gm. This suggests that 
the amount of the drug is not necessarily the de- 
cisive factor in streptomycin intoxication but that 
individual sensitivity also plays a part. If strepto- 
mycin exerts adverse effects on hearing, the audi- 
gram shows reduced perception of high-pitch sound 
and gradually that of low-pitch sound. If the audi- 
gram shows any change, the author recommends 
that 100 mg. of fortified vitamin B, be administered 
intravenously daily. During this treatment, audio- 
grams are taken every 10 days. If they show im- 
provement, this treatment should be continued 
until there is complete recovery. To prevent recur- 
rence, the treatment should be continued as follows: 
the first month twice a week, the second month 
once a week, and the third month 2 or 3 times 
monthly. This treatment should cover a 6-month 
period, and the number of treatments should be 
gradually reduced. On the other hand, the admin- 
istration of streptomycin should be discontinued 
and some other antituberculosis drug given. 

The intravenous administration of fortified vita- 
min B, produced favorable results in 15 patients. 
Early detection is possible when impairment of 
hearing is preceded by abnormal changes in the 
audiogram. Early treatment is recommended, be- 
cause advanced impairment is difficult to cure. 
Early symptoms are slight otalgia, feeling of ob- 
struction of the ear, consciousness of compression 
of the ear, and tinnitus without difficult hearing. 
As prophylaxis, intravenous administration of 100 
mg. of fortified vitamin B, is suggested immedi- 
ately before or after administration of streptomycin 
(dihydrostreptomycin or combined streptomycin), 
with repetition the following day. Since the intro- 
duction of this method of prophylaxis, there has 
been a steady decrease in the number of patients 
with impaired hearing from the tuberculosis de- 
partment. 
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THERAPEUTICS 


Clinical Implications of Isoniazid Blood Levels in 
Pulmonary Tuberculosis. R. S. Mitchell and J. C. 
Bell. New England J. Med. 257:1066-1070 (Nov. 28) 
1957 [Boston]. 


Isoniazid hydrazones, acetylated isoniazid, iso- 
nicotinic acid, and isonicotinic acid conjugates, in 
addition to free unmetabolized isoniazid, have 
been found in the urine of human subjects given a 
single oral test dose of isoniazid. This metabolic 
alteration is so extensive that as little as 1% of a 
test dose may be exreted in the urine free and 
unaltered and as much as 60% of a dose may be 
excreted in the acetylated form. Only the free drug, 
however, possesses significant antimicrobial activity 
against tubercle bacilli. The other metabolites, at 
least in the concentrations encountered, have no 
antimicrobial activity. In view of the urinary-ex- 
cretion findings, it has been assumed that the 
inactive isoniazid present in serum is mainly the 
acetylated derivative. Isoniazid acetylation is ac- 
complished by the same enzyme system that is 
involved in the acetylation of aminosalicylic acid, 
para-aminobenzoic acid, sulfonamides, and other 
compounds. Any 2 of these compounds in mixture 
will compete with each other for the acetylating 
process. It was found that aminosalicylic acid given 
with isoniazid to human subjects was frequently 
followed by a rise in serum concentrations of bio- 
logically active isoniazid. 

A small number of patients continue to expec- 
torate tubercle bacilli that are sensitive to strepto- 
mycin, isoniazid, and aminosalicylic acid in spite of 
prolonged treatment with these drugs. Presumably, 
such patients metabolize isoniazid so extensively 
that inadequate amounts of free drug exist in body 
fluids. A good correlation was found between the 
amount of free isoniazid excreted in the urine and 
the development of isoniazid neuritis. The implica- 
tion was that persons who do not metabolize isonia- 
zid extensively and who thus excrete large amounts 
of free drug in the urine probably have higher 
concentrations of free, biologically active drug in 
the serum and hence have a greater chance of toxic 
reactions to isoniazid. 

To ascertain whether these observations have 
significant clinical implications, the authors made 
studies on 226 persons of whom 208 had active 
tuberculosis. They found that serum levels of bio- 
logically active isoniazid show some correlation 
with the bacteriologic response to isoniazid. With 
the use of a single test dose of 4 mg. of isoniazid 
per kilogram of body weight, it is tentatively rec- 
ommended that the dosage be adjusted so as to 
achieve serum isoniazid bioassay levels of at least 
3.2 meg. per milliliter at 2 hours and 0.8 mcg. at 6 
hours. One-third of the daily ration of amino- 
salicylic acid should be added to the test dose if 
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it is to be used in actual therapy. Seven patients 
were found who continued to excrete tubercle 
bacilli susceptible to isoniazid after 6 months or 
more of chemotherapy including that drug. Serum 
bioassay levels in 5 of these 7 patients were quite 
low in comparison to those in most but not all of 
41 similar patients exhibiting isoniazid resistance. 
The rate of isoniazid inactivation as measured by 
the bioassay technique does not appear to be in- 
fluenced in adults by age, sex, character, or extent 
of tuberculosis or by other diseases, such as cir- 
rhosis, diabetes, renal insufficiency, silicosis, and 
diffuse pulmonary emphysema. 


Trichomonas Vaginitis: Clinical Trial of a Mixture 
of an Antiseptic With Local Anaesthetics. H. C. 
Stewart, W. H. Hughes, E. G. Thomas and W. C. 
Nixon. Lancet 2:1028-1030 (Nov. 23) 1957 [London]. 


In the treatment of trichomonas vaginitis, the 
efficiency of an antiseptic preparation containing 
benzalkonium chloride, amethocaine, and amylo- 
caine (Locan) was compared with that of naphthyl- 
methane disulphonate (Penotrane) and Acetarsol, 
which is a British preparation of 3-Acetamido-4- 
hydroxybenzenearsonic acid (Acetarsone). Primary 
manifestations were controlled in all cases with 
Locan, although 34 and 32% of the cases did not 
respond to treatment with Penotrane and Acetarsol 
respectively. Only 16% of the patients controlled 
with Locan required more than 1 week of treat- 
ment, occasional patients requiring up to 4 weeks 
treatment with increased dosages before control 
was obtained. Reinfestation was equally common 
with Acetarsol and with Locan and was even more 
common with Penotrane. Reinfestations were con- 
trolled with Locan with the same expediency as the 
initial infection, and resistant strains were not 
found; however, the preparation (Locan) is capable 
of being modified to meet the threat of resistance 
forming organisms. It seems reasonably certain that 
Locan will control the individual infestation with 
trichomonas, but neither this nor any other prepara- 
tion can be expected to prevent reinfestation once 
treatment has been stopped, nor is it likely that 
treatment of the female alone will eradicate the 
organism from the community and prevent rein- 
festation; a period of 3 months is deemed necessary 
for a male carrier state to die out. 


Treatment of Juvenile Thyrotoxicosis with Potas- 
sium Perchlorate. J. M. Smellie. Lancet 2:1035- 
1036 (Nov. 23) 1957 [London]. 


Since hyperthyroidism in children is rare (1-242% 
of all cases), experience in its therapy is limited 
and the merits and demerits of various therapeutic 
procedures are controversial. The ultimate out- 
come of the removal of some part of the gland is 
speculative. To remove too much is catastrophic, 
and to remove too little necessitates reoperation. 
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McClintock and others report that, of 45 children 
who underwent subtotal thyroidectomy, 13 showed 
hyperthyroidism afterwards, 4 had clinical evidence 
of hypocalcemia presumably due to hypoparathy- 
roidism, and, of 22 children with bilateral exoph- 
thalmos prior to operation, 6 failed to show im- 
provement. Treatment by external irradiation or 
by radioactive iodine is unsuitable for children be- 
cause of the possible sequelae. Thiouracil and its 
compounds are effective against thyrotoxicosis, but 
they are capable of producing dangerous toxic re- 
actions, such as agranulocytosis, drug fever, and 
rashes. 

Stanbury and Wyngaarden showed that potas- 
sium perchlorate can displace iodine from its posi- 
tion in the thyroid gland. No toxic effects other than 
mild gastrointestinal upset were observed in 24 
patients with hyperthyroidism effectively controlled 
by the administration of 200 to 400 mg. of potassium 
perchlorate by mouth every 8 hours. Graves dis- 
ease in a group of 108 patients was effectively con- 
trolled over a 10-month period with potassium 
perchlorate. The case reports of 6 children would 
seem to substantiate the role of potassium per- 
chlorate in the treatment of juvenile thyrotoxicosis. 
No untoward side-reactions other than gastroin- 
testinal upset or hypothyroidism have been ob- 
served in children in a period of treatment of as 
long as 3 years. Whether potassium perchlorate can 
restore all children with hyperthyroidism to health 
and thus render surgery unnecessary has yet to be 
ascertained. The experience gained to date suggests 
that treatment will be required for a period of up 
to 3 years and perhaps through puberty. Should 
this drug keep a child euthyroid through puberty, 
it will delay thyroidectomy to the time when the 
procedure would be comparatively safer and of 
greater value. Two additional points are deserving 
of mention: (1) a patient whose thyrotoxicosis is 
controlled with perchlorate would be liable to have 
a relapse if his blood-iodide level was suddenly 
raised, and (2) the cost of treating the first patient 
in this series continuously for a period of 3 years 
was approximately $1.00. 


Action of Gamma Globulins in Treatment of Infec- 
tions. A. Ravina. Presse méd. 65:1776-1778 (Nov. 2) 
1957 (In French) [Paris]. 


A preview of the literature on the use of gamma 
globulins for the treatment of infections showed 
that the combination of gamma globulins with 


antibiotics, particularly with chloramphenicol, 
proved extremely effective in the treatment of 
experimental infections in mice, while the same 
doses of gamma globulin or antibiotic when used 
separately were incapable of controlling the develop- 
ment of these infections. Clinically, similar thera- 
peutic results were obtained. The curative action 
of gamma globulins when used alone has not been 
clearly defined yet, but certain observations suggest 
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that patients with infections refractory to anti- 
biotic therapy were benefited by gamma globulin 
therapy, provided that the gamma globulin used 
was obtained from blood which contained anti- 
bodies which protect against the disease to be 
treated, particularly against those caused by strep- 
tococci, micrococci (staphylococci), pneumococci, 
and the viruses of measles, hepatitis, and poliomye- 
litis, but not against those caused by Salmonella 
strains. The gamma globulins exert their action 
only on those pathogenic agents which are present 
in the extracellular spaces. Nevertheless, the gamma 
globulins exert a notable neutralization effect on 
the bacterial toxins, and that represents an advan- 
tage when compared with the antibiotics which are 
bactericidal or bacteriostatic agents. These find- 
ings are suggestive, although the mechanism of the 
synergistic action of gamma globulins and _ anti- 
biotics has not been completely elucidated. 


The Treatment of Acute Porphyria with Chelating 
Agents: A Report of 21 Cases. H. A. Peters, 
S. Woods, P. L. Eichman and H. H. Reese. Ann. 
Int. Med. 47:889-899 (Nov.) 1957 [Lancaster, Pa.]. 


Twenty-one patients between the ages of 22 to 
55 vears with a ratio of 2:1 of women to men, 20 
of whom had acute intermittent hepatic porphyria 
and 1 of whom had mixed hepatic porphyria, were 
treated with 2, 3-dimercaptopropanol (BAL) and 
disodium calcium ethylene diamine tetraacetate 
(EDTA). BAL was used in a 10% solution in 20% 
benzyl benzoate in peanut oil. Doses ranged from 
50 to 1,200 mg. per 24 hours in divided doses, given 
for 4 to 60 days consecutively. Several patients re- 
ceived 1-3 injections of 100 to 300 mg. weekly for 
as long as 2 years. Eleven patients received BAL 
alone. Administration of BAL was combined with 
intravenous administration of EDTA in 6 patients, 
who were given 1-10 Gm. of EDTA in a 24-hour 
period, diluted in 5% dextrose in water in a ratio 
of 2.5:5 Gm. of EDTA per 1,000 cc. The drug was 
given usually over 2 to 4 hours for 2 to 5 consecutive 
days. EDTA in tablets of 0.5 Gm. was occasionally 
given usually over 2 to 4 hours for 2 to 5 consecutive 
subacute phases of the disease. 

Multiple signs and symptoms were observed in 
the patients before therapy was started. Eight pa- 
tients had bulbar symptoms in the form of dys- 
phagia, diplopia, anisocoria, and facial and/or 
laryngeal palsies. Three patients had Jacksonian 
seizures, and 7 had convulsions of the grand mal 
type. Thirteen patients had excited catatonic, 
schizophrenic-like psychosis and hysterical and 
depressive reactions. Eight patients had peripheral 
neuropathy. Constipation was noted in 12 patients. 
Two patients had temporary oliguria and another 
urinary retention. The burgundy or brownish urine 
commonly described in textbooks was seldom men- 
tioned by the patient. A malar flush, diffuse dusky 
complexion, and hirsutism were noted. Thirteen of 
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the 20 patients with acute intermittent porphyria 
and the patient with mixed porphyria were im- 
proved by the effect of chelation. BAL and EDTA 
were both effective, although in the dosage em- 
ployed BAL occasionally seemed to act more 
rapidly. 

Four patients responded equivocally to chela- 
tion therapy; in 2 there was no change, and 1 
patient with periarteritis and porphyria died. 
Chelation may be effective after failure of corti- 
cotropin (ACTH) therapy and vice versa. Two 
patients received hydrocortisone several days dur- 
ing chelation therapy because of oliguria, and 
, diuresis promptly followed. Heroic nursing and 

supportive care, including tracheotomy, are essen- 
tial in severe cases; all patients must avoid expo- 
sure to barbiturates, sulfonamides, heavy metals, 
oil paints, and solvents. Pronounced chlorproma- 
zine (Thorazine) sensitivity was noted in 1 patient 
with neuropsychiatric symptoms. Elevation of zinc- 
urine excretion was noted during acute episodes 
preceding chelation and paralleled the symptoms 
more closely than abnormal porphyrin excretion. 
An acceptable explanation for the effectiveness of 
chelation in porphyria remains uncertain. The ulti- 
mate answer may be found in an increased under- 
standing of metallo-enzyme systems. 


Use of a “Double-Blind” Study Investigating the 
Clinical Merits of a New Tranquilizing Agent. 
H. Koteen. Ann. Int. Med. 47:978-989 (Nov.) 1957 
|Lancaster, Pa.]. 


Thirty-seven bottles, each containing 50 capsules 
of a propanediol derivative known as 2-methyl-2-n- 
propyl-1,3 propanediol dicarbonate (Miltown) and 
36 bottles of a placebo were distributed to 25 pa- 
tients who manifested anxiety, muscle tension, 
restlessness, and irritability. Each patient acted as 
his own control. The period evaluated consisted of 
about 1,000 patient days. During the first portion 
of the experiment the patients were urged to take 
3 capsules daily, each capsule containing 400 mg. 
of the agent. This is the same amount as is cur- 
rently distributed in the commercially available 
Miltown; it is identical to Equanil, which is mar- 

. keted under a different trade name but is chemically 
the same. Both products are referred to as “tran- 
quilizing agents.” Subsequently, patients were urged 
to take 4 capsules daily, and this was the average 
dose maintained for most patients, but in some 
instances as much as 4,800 mg. were taken daily. 
When a patient returned with an enthusiastic re- 
port he was given, without comment, another bottle 
of medication which appeared indistinguishable to 
both patient and physician. If the patient expressed 
the belief that he had not benefited from the pre- 
vious medication, he was then given another num- 
bered bottle with the suggestion that this contained 
more of the therapeutic agent. The significant 
aspect of this technique was that it allowed the 
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patient the privilege of being critical of the medica- 
tion and not of the physician, because he under- 
stood that he would be given a more effective 
capsule on his next visit. 

Results revealed that Miltown in the recom- 
mended dosage of 1,200 to 1,600 mg. daily had no 
greater effect in relieving symptoms than did the 
placebo in this group of unselected patients. The 
effects of larger doses on the central nervous sys- 
tem were not explored. It appears that the tran- 
quilizing agent that has been used longest, most 
frequently, and most effectively is still the placebo. 
The patient is influenced by the dynamic associa- 
tion with the physician and gains a sense of security 
from a visit with a compassionate person; the re- 
sponse is directly proportionate to his need for 
emotional support. A very significant problem that 
has resulted from the use of the so-called tran- 
quilizing agents is that they also “tranquilize” the 
physician. The possible harmful effect of this is 
immediately apparent when it is considered that 
structural disease processes may be overlooked and 
also that the physician assumes less responsibility 
for understanding and helping the patient. 


Oral Treatment of Diabetes Mellitus with 1-Butyl-3- 
p-Tolylsulfonylurea (Compound D 860). G. Angeli. 
Minerva med. 48:2772-2785 (Sept. 1) 1957 (In 
Italian) [Turin, Italy]. 


Tolbutamide (Compound D 860), whose chemical 
formula is 1-butyl-3-p-tolylsulfonylurea, was given 
orally to 60 patients with diabetes mellitus, of 
whom 40 had not previously received oral medica- 
tion for diabetes mellitus and of whom 20 had 
previously received Carbutamide (Compound BZ 
55). Determinations of daily blood and urine sugar 
levels and azotemia were carried out before and 
during the treatment. The dose of tolbutamide on 
the first day was 2.5 Gm., given to the patients in 
the fasting state in the morning. The dosage was 
gradually decreased on the subsequent days until 
a maintenance dose was established. The patients 
received the drug twice a day after the noon and 
evening meals. 

Marked decrease in blood and urine sugar levels 
was observed in some patients within a few days, 
while in others this occurred later, sometimes after 
a month. Positive results were observed in 52 
patients and negative in 8. A positive result was 
considered when it was possible to substitute tol- 
butamide therapy partially or entirely for insulin 
therapy. Failure to substitute tolbutamide for 
insulin therapy or worsening of the status were 
interpreted as negative results. Best results were 
obtained in patients who had previously received 
a small dosage of insulin or no insulin. Few un- 
favorable effects were observed, and these affected 
only few patients. These included slight headache, 
disturbed digestion, and blurred vision. In the 
course of prolonged tolbutamide therapy it was 
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necessary to increase the dosage in some patients 
in order to maintain the initial effect of the drug. 
Tolbutamide did not cause a sudden decrease of 
blood sugar level, thus enabling the anticipation of 
hypoglycemia. Hypoglycemia occurred in some 
patients with the mild status. To obtain the same 
effect with tolbutamide as with carbutamide ther- 
apy, a larger dosage of tolbutamide was required 
for patients in whom tolbutamide therapy was 
substituted for carbutamide therapy; tolbutamide 
was better tolerated. Reinstitution of insulin therapy 
after withdrawal of tolbutamide therapy appar- 
ently produced better therapeutic results than an 
exclusive insulin therapy. A combination of tolbuta- 
mide and insulin seemed to bring under control 
certain types of diabetes which were difficult to 
manage with insulin therapy alone. Tolbutamide 
medication also caused an improvement in patients 
who had diabetes associated with hemochromatosis. 


RADIOLOGY 


The Roentgenographic Findings Associated With 
Neuroblastoma. C. F. Hansman and B. R. Girdany. 
J. Pediat. 51:621-633 (Dec.) 1957 [St. Louis]. 


Neuroblastoma is a malignant tumor which 
metastasizes to the bony and nonbony structures. 
Observations on 30 children, 16 boys and 14 girls 
ranging in age from 1 month to 10 years, in each 
of whom the diagnosis of neuroblastoma or gan- 
glioneuroblastoma was confirmed histologically, re- 
vealed palpable abdominal masses in 24 instances. 
The site of the primary tumor was found to be the 
adrenal gland in 14 instances; the site of the pri- 
mary tumor was retroperitoneal in 5 and was un- 
known in 7 patients. Fever was the chief symptom 
in 12 children, 9 complained of pain in the legs, 8 
were anoretic, and 7 were tired and listless. All 
patients had x-ray films of the abdomen, urinary 
tract, and skeleton. An intra-abdominal soft tissue 
mass was visualized in 26 patients; in 25 of these it 
displaced adjacent structures. Bony or soft tissue 
changes of metastatic neuroblastoma were seen in 
11 children. In 3 patients the bones alone were 
affected, in 2 the changes were limited to the lungs 
and meninges, and in 6 children there were com- 
bined bony and soft tissue metastases, pulmonary 
metastases being present in 4 of the latter group. 
Seven children had metastatic lesions in the skull, 
including 4 children with roentgenographic signs of 
increased intracranial pressure; 8 children had 
lesions in the femur, and 4 showed changes in the 
bony pelvis. 

Another roentgenographic indication of soft tissue 
involvement is widening of the cranial sutures due 
to masses of tumor tissue between the dura and the 
calvarium so that a roentgenogram showing wid- 
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ened sutures and destruction of the bones of the 
cranial vault is pathognomonic of metastatic neuro- 
blastoma. Bony metastases occurred most frequently 
in the skull and the femurs. The bones of the lower 
and upper extremities were late involvements, and 
the bones of the hands and feet were not affected. 
The palpable abdominal mass is of itself rarely 
diagnostic. The differential diagnosis must consider 
neuroblastoma. Wilm’s tumor, hydronephrosis, 
polycystic kidney, lymphosarcoma, mesenteric cyst. 
and renal vein thrombosis. Preoperative differ- 
ential diagnosis between neuroblastoma and 
Wilm’s tumor may not be possible, may not even 
be made at surgery, and generally awaits his- 
tological proof. When the tumor has metastasized 
and leg or back pain is the presenting symptom, 
leukemia, scurvy, tuberculosis of the spine, osteo- 
myelitis, acute rheumatic fever, and poliomyelitis 
must be ruled out. The skeletal changes of leu- 
kemia and metastatic neuroblastoma radio- 
graphically indistinguishable, in which instance 
bone marrow aspiration is useful in establishing a 
diagnosis which otherwise awaits microscopic ex- 
amination of surgical specimens. Bone marrow 
smears were positive in 4 children in whom there 
were no abnormal radiographic changes in their 
bones. 


Roentgenologic Diagnosis and Differential Diag- 
nosis of Regional Enteritis. H. G. Schmitz-Drager 
and P. Thurn. Fortschr. Geb. Réntgenstrahlen 87: 
566-574 (Nov.) 1957 (In German) [Stuttgart, Ger- 
many]. 

When regional ileitis was first described as a 
separate entity, it was identified as a chronic non- 
specific inflammation of the terminal ileum with 
characteristic histological changes. Later, when it 
was realized that other sections of the intestine 
could become involved, the concept of regional en- 
teritis evolved. The roentgenologic aspects of the 
various phases of the disease are demonstrated on 
the basis of the histories of 4 patients, and the un- 
derlying pathological lesions are discussed. The 
roentgenologic changes are (1) changes in the wall 
of the intestine, consisting of thickening, rigidity, 
separation of loops and stenosis; (2) changes in the 
intestinal mucosa as shown in coarsening of loops, 
polypoid or reticular relief patterns, or loss of a 
distinct relief pattern with stenosis; and (3) second- 
ary changes such as adhesions, internal and external 
fistulas and abscess formation. In 1 patient the 
duodenum, jejunum, and ileocecum were involved. 
The roentgenologic differential diagnosis of re- 
gional enteritis must consider tumors in addition 
to chronic intestinal inflammations. If the lesion is 
localized in the terminal ileum, it may prove diffi- 
cult to differentiate it from intestinal tuberculosis 
or from ulcerating colitis. 
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BOOK REVIEWS 


The Biologic Basis of Cancer Management. By Freddy 
Homburger, M.D., Research Professor of Medicine, Tufts 
University School of Medicine, Boston. Forewords by Lauren 
V. Ackerman, M.D., Clarence Cook Little, Sc.D., and Alton 
Ochsner, M.D. Cloth. $10. Pp. 354, with illustrations. Paul 
B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1957 


This text is divided into four parts, dealing with 
the cause, biological behavior, diagnosis, and treat- 
ment and prevention of cancer respectively. The 
author presents recent advances in biology, experi- 
mental pathology, biochemistry, cytochemistry, and 
physics, as well as a framework of reference of a 
more historical nature. The relationship of the stud- 
ies that have been made in these disciplines is 
then correlated with the clinical problems of the 
individual patient. There has long been a need 
for such a book, and one of the most frequent re- 
quests of medical students is for such a range of 
material in concise and understandable form. Al- 
though the author has attempted to describe the 
various aspects of cancer under one cover in a 
fashion that has not previously been attempted, 
he has fallen short of his goal. The principal rea- 
son for this is found in the preface, wherein the 
author states that the book was rejected by one 
publisher because eminent consultants believed 
“that no one person could write such a book.” A 
more precise and accurate text could surely have 
been produced by a number of contributors rep- 
resenting various disciplines. 

In the chapter dealing with characteristics and 
clinical course of human cancer, there is little at- 
tempt to explain the natural history and response 
or lack of response to treatment in terms of biologi- 
cal characteristics. Nine figures are used to portray 
the duration of life in untreated cancers in as 
many sites, with the remark, “Cancer of the breast 
is the least malignant of the neoplasms studied, 
because about 20% of untreated patients were still 
alive five years after onset of symptoms.” There is 
no suggestion that carcinoma of the uterine cervix 
or of the larynx, for example, have a far more 
favorable biology and response to treatment than 
is the case for carcinoma of the breast. Carcinoma 
of the nasopharynx is described as “the most fre- 
quently overlooked site of curable neoplasms,” 
while carcinomas of the hypopharynx are referred 
to as having a most insidious clinical evolution, 
with metastases being present in most patients 
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when they are first seen. The fact is that these two 
sites are both biologically unfavorable, and, if any- 
thing, the hypopharynx presents a somewhat more 
hopeful problem. No mention is made of the fact 
that in men cancer of the lung now exceeds gas- 
tric carcinoma in frequency. It is highly mislead- 
ing to state, as the author does, that x-ray exam- 
ination leads to discovery of all cancers of the 
rectosigmoid. The author states that a large per- 
centage of patients with carcinoma of the corpus 
uteri have metastases when first seen and gives 
as one reason that the symptom of vaginal bleed- 
ing is “inconspicuous.” Inasmuch as most endo- 
metrial carcinomas occur in the postmenopausal 
era, vaginal bleeding is a conspicuous and often 
alarming signal to most women, and most of these 
lesions are still localized to the uterus when first 
seen, with 5-year control rates of about 70% rather 
than the less optimistic estimate quoted. 

The discussion of the principles of surgery in 
cancer also neglects any real biological considera- 
tions. Pneumonectomy rather than lobectomy for 
carcinoma of the lung is strongly recommended, 
and the author is apparently unaware of the in- 
creasing use of lobectomy for favorable lesions and 
the relatively favorable results in lesions suitable 
for lobectomy as compared to pneumonectomy. 
The chapter on principles of radiotherapy is ex- 
cellent, with a concise description of radiation 
physics, radiobiology, and clinical radiology, but 
in a discussion of dosage, no reference is made to 
the commonly accepted description of the quality 
of a beam of irradiation in terms of its half-value 
layer. For the clinician, there is much valuable 
information concerning the chemistry of carcino- 
gens and the biochemistry of hormones. Even here 
there are some inaccuracies. On page 93, the rep- 
resentation of estrone fails to show the five-mem- 
bered ring; on page 112, testosterone and cis-tes- 
tosterone are depicted as different substances, 
whereas they are the same according to the newer 
nomenclature and what is meant is probably tes- 
tosterone 17 alpha. On page 135, delta-9-5-iso- 
androstene-3-alpha-ol-17-one should be delta-9(11)- 
5-isoandrostene-3-alpha-ol-17-one. This book should 
be of most value to medical students for the rea- 
sons outlined above. It should also be of value to 
nonmedical research workers, particularly those 
new to the field of cancer research. The format of 
the book is admirable. A valuable list of references 
is keyed into each section of the book. 
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The Century of the Surgeon. By Jiirgen Thorwald. Cloth. 
$5.95. Pp. 432, with 66 illustrations. Pantheon Books, Inc., 
333 Sixth Ave., New York 14, 1957. 


This well-documented work on surgical history 
should have as much appeal for the interested lay 
reader as for the surgeon. By making the narrator 
an actual eye-witness of nearly all of the more sig- 
nificant events that marked surgical progress in the 
19th century, the author has given his narrative 
much of the interest and excitement of a good 
novel. His spokesman is a young doctor, with friends 
and acquaintances in the profession both here and 
abroad, who grows with the profession until at the 
end of the book he has seen and participated in 
the epochal achievements that took place in his 
lifetime. He was personally acquainted with such 
giants of surgical growth as Semmelweis, Koch, 
Lister, and Harvey. Of those whom he did not 
actually meet he had what amounted to an intimate 
knowledge through acquaintances they had _ in 
common. His descriptions of operations performed 
without benefit of anesthesia are realistic and not 
likely to be forgotten by anyone who reads them. 
He is eloquent on the subject of the unsanitary 
practices that were taken for granted in the world’s 
hospitals before Semmelweis awakened the med- 
ical and surgical world at the cost of his sanity. He 
saw and shared the “first beginnings” of use of 
sterilization, antisepsis, anesthesia, roentgen rays, 
prophylactics, and countless instruments. He was 
present when Morton gave the first anesthetic to a 
surgical patient. By a series of coincidences, he 
arrived at various points in the world just in time 
to witness many great surgical events. There is a 
convincing sense of immediacy about the story, and 
this is heightened at times by flashbacks revealing 
the conditions prevailing before the discoveries 
were made. 

Since the emphasis throughout is on the more 
sensational and compelling events of the century 
from the surgeon’s point of view, many lesser ad- 
vances are omitted and those included are familiar 
to surgeons and others who have read much med- 
ical and surgical history. Even such readers as these, 
however, cannot fail to be interested, if only be- 
cause of the novel approach. For readers more or 
less unfamiliar with the subject, the story as told 
should be not only informative but exciting. 


The Closed Treatment of Common Fractures. By John 
Charnley, B.Sc., M.B., F.R.C.S., Orthopaedic Surgeon, Man- 
chester Royal Infirmary, Manchester. Second edition. Cloth. 
$10. Pp. 260, with 199 illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 
1957. 


This well-written and adequately illustrated book 
shows thoroughness in both writing and investiga- 
tion of the author. However, there are many sec- 
tions of the book that express the author’s opinion 
quite dogmatically. 
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This book is timely, stressing the closed treatment 
of fractures in contrast to the definite tendency at 
present to do open reductions with the insertion of 
considerable “hardware.” The author does agree 
that there are many instances in which open reduc- 
tion is the method of choice. The chapter on plaster 
technique is well worth reading, although it, too, 
contains several controversial points. Most will 
agree, however, that a_ sufficiently slow-setting 
plaster should be employed to allow the surgeon 
sufficient time to mold the cast well and to obtain 
the three-point pressure immobilization that is so 
necessary for a good result. This book is recom- 
mended as a reference book for the younger ortho- 
pedist and is valuable for all to read so that a better 
evaluation of closed versus open methods of treat- 
ment may be made. 


Bone Diseases in Medical Practice By |. Snapper, M.D., 
Director of Medicine and Medical Education, Beth-E] Hos- 
pital, Brooklyn. Cloth. $15. Pp. 229, with 48 illustrations. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 99 
Great Russell St., London, W. C. 1, England, 1957. 


This well-written book deserves high praise. The 
first chapter deals with the physiology of bones. 
Most of the book deals with specific bone changes. 
Each chapter is practically a monograph and ends 
with an excellent list of references. The author 
raises the question as to whether the gravure 
process for the reproduction of roentgenograms is 
worth the extra work it has entailed. Those repro- 
duced here, some of the finest ever published, 
would appear to indicate that they are. The only 
criticism might be that it would be easier to follow 
the text if the roentgenographic reproductions were 
placed in the chapter where they are discussed 
rather than at the back of the book, but this might 
have added too greatly to the cost. This book is 
recommended as a reference work to all who are 
interested in bone diseases. 


Introduction to Urology. By Frank C. Hamm, M.D., M.S., 
F.A.C.S., and Sidney R. Weinberg, M.D., F.A.C.S. Elizabeth 
Cuzzort, medical illustrator [and] production director. Paper, 
loose-leaf. Pp. 293, with 259 illustrations. Research Founda- 
tion of State University of New York, 451 Clarkson Ave., 
Brooklyn 3, [n. d.]. 


In this comprehensive textbook urological dis- 
eases are well described with the aid of adequate 
and appropriate radiologic and pathological illus- 
trations. The presented concepts of therapy are 
current, and controversial subjects are largely 
avoided, The binder type of format makes possible 
page changes necessary to keep the subject matter 
current. The bibliography is extensive. This type 
of textbook is ideal for student use and for ready 
reference for practitioners encountering urological 
problems. 
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QUESTIONS AND ANSWERS 


EXPIRATION DATE OF POLIOMYELITIS 

VACCINE 

To Eprror:—Is poliomyelitis vaccine still potent 
enough to use one or two months after the expira 
tion date if this vaccine has been kept under 
proper refrigeration? 


M. D. Hornedo, M.D., El Paso, Texas 


ANswer.—The expiration date of poliomyelitis 
vaccine has been established at six months follow- 
ing the date of shipment from the manufacture 
The current regulations also permit a maximum of 
six months storage by the manufacturer prior to 
shipment. This expiration time has been selected on 
the basis of the best data available concerning the 
decay of antigenic potency of stored vaccine. Varia- 
tions in this time-decay curve have been en- 
countered between different batches of commercial 
vaccine. Thus, in many lots of vaccine there may be 
little or no loss of potency in six months, while 
other lots may decline in potency during storage 
This decay is gradual, and of course the vaccine 
does not deteriorate to the degree that potency is 
greatly reduced at expiration. However, for polio- 
myelitis vaccine as for other biologicals, it has been 
necessary to designate an exact expiration date, and 
the interval has been selected such that a con- 
siderable “margin of safety” is maintained. At the 
present time no new evidence has appeared which 
would permit any extension of this expiration date 
Until such time as further data or improved manu- 
facturing techniques allow extension of the expira- 
tion interval, the use of outdated vaccine cannot 
be recommended. 


TREATMENT OF SAND FLEA INFESTATION 

To THE Eprror:—What local treatment can be used 
for infestation of the scalp, pubis, extremities, 
and axillae by the Tunga penetrans, or sand flea? 
Local removal, especially from the scalp, by in- 
strumentation is not feasible because of the ex- 
tensive involvement. M.D.. New York. 


Answer.—Insecticides such as a 25% emulsion of 
benzyl benzoate or an ointment containing 1% 
gamma benzene hexachloride can be applied locally 
to kill the parasites. However, unless the bodies of 
the insects are removed, they will act as a continu- 
ing source of irritation until they slough out. There 
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is no better way of removing the parasites than by 
means of a needle or other pointed instrument o1 
a fine forceps. The opening of the “burrow” in 
which the body of the insect is lodged may need 
to be enlarged in the process. Subsequent local 
treatment would depend on the character and de 
gree of the inflammatory response. Gentle but 
thorough cleansing tollowed, perhaps, by wet dress- 
ings with dilute Burow’s solution should be helpful 
An antibiotic ointment locally or, perhaps, systemic 
antibiotic medication may be needed to control 
secondary bacterial infection 


STERILE GLOVES AND MINOR SURGERY 


To tHe Eprror:—Is it all right to do minor office 
surgery without the use of rubber gloves? A large 
clinic in one of the mainland cities does not use 
gloves in any of its clinical work, which includes 
minor surgery. The physician can scrub his hands 
and then use a known effective germicide; an- 
other method, which shortens the time of scrub- 
bing preparation, is to scrub with sudsing emol- 
lient with 3% hexachlorophene. Why is not this 
equal or superior to the wearing of gloves when 
one does not know always if the gloves have been 
contaminated in some way? If you prepare the 
hands thoroughly you know that they are sterile 
I understand that rubber gloves are not now in 
use in major surgery in Japan. Joseph Price of 
Philadelphia, who established a large hospital 
there some years ago and wrote a book on major 
surgery, had abandoned the use of rubber gloves 
and maintained in his book that one could sterilize 
the hands well and also could do surgery much 
better, as the tactile sense is much better without 
the use of gloves. 

Taber A. Darling, M.D., Agana, Guam. 


ANsweR.—It is perfectly true that certain clinics 
have discarded the use of gloves and that during 
the war some of the foreign countries could not get 
rubber gloves, being forced, therefore, to operate 
bare-handed. In one large clinic in North America, 
even vaginal examinations are done without gloves. 
However, such usages are not standard practice, 
and if a patient sued because of a wound infection 
and the physician had not worn gloves although 
they were available, he might have difficulty in 
proving that due precautions had been taken and 
that the usual practices had been employed. 

No patient ever has “sterile” skin and no physi- 
cian ever has “sterile” hands, no matter how long he 
scrubs nor with what highly touted solutions. 
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Wound infection develops because there are more 
bacteria present than the tissues can cope with, and 
the desired result is to have as little contamination 
as possible. When minor surgery is done in the 
office a clean excision of lipoma may follow drain- 
age of an infected sebaceous cyst. and it certainly is 
better to change gloves than to depend on scrub- 
bing between cases and not using gloves. Further- 
more, scrubbing, no matter with what agent, gives 
only a clean surface skin and affects little if at all 
the various hair follicles, sweat glands, oil glands or 
even deep creases and folds. The hands are the 
cleanest immediately after scrubbing and become 
progressively more “dirty” with gloves on as time 
passes and bacteria emerge from the sweat and oth- 
er gland orifices. In a climate like Guam, sweating 
of the hands, at least in most individuals, will begin 
very soon after scrubbing and soon will nullify the 
effect. The fact that some doctors break technique 
and contaminate gloves in putting them on is not 
an argument for discarding the use of gloves. Nei- 
ther is the fact that poor technique in preparation of 
glove packs gives an unsterile product an argument 
for use of bare hands. Improved tactile sense with- 
out gloves is not important in minor surgery be- 
cause in small incisions, one rarely inserts the finger 
anyway. Operation is by vision rather than by blind 
touch. The weight of opinion, practice, and theory 
would appear to be against doing even minor office 
surgery without gloves. 


TREATMENT OF IODISM 

To tHE Eprror:—Please give the local and systemic 
antidote for iodism that might occur in giving 
iodine by mouth or in oil for x-rays for conditions 
of the sinuses and chest. Is sodium chloride an 
antidote? If so, please give information on this 
and indicate recommended dosage. 


D. H. Anthony, M.D., Memphis, Tenn. 


Answer.—lodine as iodide or in organic combina- 
tion is relatively innocuous and toxic reactions are 
not common. Specific iodine sensitivity response is 
best treated with maintenance of airway, intrave- 
nous fluids, “shock position,” analgesics, corticoids, 
antihistaminics, and general care as indicated by 
the degree of shock, anoxia, or other acute cardio- 
respiratory change. Acute iodism is best treated by 
giving starch, flour, raw egg white, or 1% sodium 
thiosulfate in water by mouth, followed by emetic 
or lavage removal of the iodine, if the poison was 
taken orally. Systemic supportive measures include 
stimulants or anticonvulsants, opiates for pain, in- 
travenous fluids, and corticoids. Chronic iodism is 
best treated by discontinuing the source of iodine. 
This is usually sufficient. If inflammatory signs are 
severe, one should also give corticoids and/or corti- 
cotropin in addition to sodium chloride, as if for 
chronic brominism. Suggested dosage of sodium 
chloride is 6 to 12 Gm. (90 to 180 grains) daily, 
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in addition to regular dietary intake; or 1,000 cc. 
isotonic sodium chloride solution, intravenously or 
rectally, twice daily; or 1 to 2 Gm. (15 to 30 grains ) 
sodium chloride, orally, every four hours. 


RECURRENT FEVER 

To THE Eprror:—A 13-year-old boy has had recur- 
rent fever for seven months. Physical examina- 
tions and complete laboratory studies, other than 
the sedimentation rate (Westergren), which was 
24 mm. during the first hour, have all been nega- 
tive for a definitive answer to the fever. A neuro- 
surgical consultant found an abnormal electro- 
encephalogram. Repeated spinal fluid studies 
showed from 60 to 80 white blood cells, mostly 
neutrophils, but normal hydrodynamics, serology, 
and protein and sugar levels in the spinal fluid. 
Ventriculograms revealed slight dilatation of the 
ventricular system, and it was noted by the neuro- 
surgeon at the time of procedure that there was 
minimal cortical atrophy. Repeated cultures from 
the spinal fluid obtained on spinal tap and at the 
time of the ventriculogram grew a beta-hemolytic 
Streptococcus. The blood antistreptolysin titer on 
two occasions has been 50 and 60 Todd units. At 
present the boy is in a remission of his fever and 
feels fine. 

Two groups of questions have arisen. First, is 
there any relationship between the antistrepto- 
lysin titer of the blood and a streptococcic infec- 
tion of the central nervous system? Is there any 
information available about antistreptolysin titers 
of the spinal fluid in the case of streptococcic in- 
fections of the central nervous system? Is there a 
so-called blood-brain barrier in relation to anti- 
streptolysin titers of the blood and central nervous 
system infections by a Streptococcus? Second, 
sensitivity tests have been determined on the 
hemolytic Streptococcus isolated. It apparently is 
most sensitive to chloramphenicol and is surpris- 
ingly not sensitive to penicillin. Should we wait 
until this youngster has a recurrence of his fever 
before starting treatment; or are we more apt to 
sterilize the focus of infection in the central 
nervous system by waiting until the fever recurs; 
or should we start therapy at present, even though 
he is now afebrile and symptom free? 

Horace L. Wolf, M.D., Amariilo, Texas. 


Answer.—As far as is known, a streptococcic in- 
fection anywhere in the body may prompt a rise 
in antistreptolysin-O titer (that is, if the patient 
is going to form these antibodies). There do not 
appear to be any reports on the antistreptolysin-O 
titers of the spinal fluid in the case of streptococcic 
infection of the central nervous system. However, a 
rise in the antistreptolysin-O titer would be expect- 
ed if the response were quantitatively significant. 
At the moment, it would not seem necessary to 
treat this child, since he is afebrile and symptom- 
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free. One would question the statement that the 
Streptococcus is not sensitive to penicillin, since no 
such Streptococcus in group A has been described. 
If the child’s problems recur, certainly a reinvestiga- 
tion would be helpful. 


CONSTANT SALTY TASTE IN MOUTH 

To THe Eprror:—A 62-year-old man complains of 
a constant salty taste in his mouth at the base of 
his tongue on the left side for the past two years. 
The salty taste is not present on arising but is 
manifest after about five minutes and is persistent 
throughout the day despite gargling and washing 
teeth. This area has been cauterized four times, 
and some lymphoid tissue was removed. In all 
instances, after healing, the salty sensation re- 
turned. The right side of the throat has normal 
sensations. What further in the way of diagnosis 
or treatment could be recommended? 

Arthur A. McAuley, M.D., Choteau, Mont. 


ANswER.—The only organic lesion that could pos- 
sibly produce irritation and a salty taste on the 
posterior aspect of one side of the tongue would be 
some type of irritative lesion of the glossopharyngeal 
nerve such as a neuroma. However, there is no 
reason why such a lesion, if present, should produce 
exclusively a salty taste. It might be wise to have 
careful x-rays of the base of the brain in this case 
to be sure that there is no erosion suggestive of such 
a lesion. The presence of an organic lesion is ques- 
tioned, and the possibility of a psychogenic disturb- 
ance as the cause of this complaint is favored. 


ERGONOVINE ADMINISTRATION 

FOLLOWING DELIVERY 

To THe Eprror:—Has any hazard, untoward effect, 
or contraindication been found to the use of ergo- 
novine given intravenously following delivery 
under low spinal (or epidural) anesthesia prior to 
which a vasopressor (e. g., ephedrine or Meth- 
edrine) has been administered? The question has 
been raised as to whether the above combination 
of drugs given under the stated circumstances 
will occasionally result in extreme degrees of 
hypertension. If this has been found to occur, has 
it been a significant finding or only an occasional 
one? Has there been found a definite cause-and- 
effect relationship? Does Pitocin, when used in- 
stead of ergonovine, cause the same effect? 

Jack B. Williams, M.D., lowa City. 


ANSWER.—Carvalho and others (Am. J. Obst. & 


Gynec. 65:282, 1953) called attention to the occa- 
sional rise in blood pressure following the adminis- 
tration of oxytocic drugs. On a large obstetric serv- 
ice where ergonovine is administered routinely as 
the baby is being delivered under saddle block, 
rises in blood pressure during anesthesia have been 
noted rarely. It is not necessary te administer a 
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vasopressor to such patients. In cesarean section 
carried out with the aid of continuous spinal anes- 
thesia and where a vasopressor drug has been ad- 
ministered prophylactically, a sudden and marked 
rise in blood pressure occurs rarely. However, the 
administration of 0.5 cc. of Pitocin or pituitary 
extract into the wall of the uterus during cesarean 
section quite often results in a sudden and often 
marked rise in blood pressure. The pharmacologists 
have noted no rise in blood pressure following the 
administration of ergonovine intravenously. Solu- 
tions of posterior pituitary extract contain varying 
amounts of vasopressor substances according to 
their purity. Hlowever, synthetic Pitocin, which has 
recently become available, apparently does not 
cause blood pressure changes. 


AnswerR.—The use of ergonovine intravenously 
too soon after the administration of vasopressor such 
as ephedrine or d-desoxyephedrine can produce 
dangerous elevation in blood pressure, with cerebral 
hemorrhage occasionally resulting, though the oc- 
currence is only an occasional one. An annoying rise 
in blood pressure has been observed more than just 
occasionally, perhaps in as many as 10 to 20% of 
patients who have received ergonovine after the in- 
jection of ephedrine. Pitocin does not produce any 
marked deleterious effects with respect to blood 
pressure or cardiac rhythm. Therefore it should be 
safe to use it instead of ergonovine. 


CHLOASMA UTERINUM 

To tHe Eprror:—During a first pregnancy three 
years ago, a woman, aged 28, first noticed a 
brownish pigmentation over beth cheek bones 
and over the right eye and the upper lip. The pig- 
mented areas did not disappear after delivery 
but have gradually spread over a larger area. 
They are always darker in the summer, but in the 
winter they still persist and are becoming more 
and more difficult to hide. The patient is a bru- 
nette and has always tanned easily in the sum- 
mertime but never experienced any residual dis- 
coloration as winter came on. What can be done 
for the patient who has this cosmetic calamity? 

C. Campbell Stiles, M.D., East Orange, N. J. 


AnswerR.—This woman apparently suffers from 
what is called chloasma uterinum. It is assumed 
that this woman had a thorough gynecologic exam- 
ination and that no pathology was found. Sympto- 
matic treatment of this condition usually is not very 
satisfactory. A harmless, sometimes helpful proce- 
dure, is the administration of vitamin C, 100 mg., 
three times daily, best combined with vitamin B 
complex. During the summertime the patient should 
avoid heavy exposure to the sun and should protect 
herself with a sun protective cream to prevent addi- 
tional tanning. There are cosmetics, such as Cover- 
mark, which will satisfactorily cover up the pigmen- 
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tation. Surgical planing (dermabrasion) recently 
has been recommended and successfully used in 
some cases of persistent pigmentation; but such a 
procedure should be used only after careful con- 
sideration of all approaches, including the psycho- 
logical one. The physician who posed the question 
speaks of a “cosmetic calamity.” This would indi- 
cate that the patient is greatly, probably overly, 
disturbed by the pigmentation. Such a woman 
should receive reassurance about the harmlessness 
of the condition and about the fairly good prog- 
nosis; the pigmentation still may fade out in the 
future. If the psychological angle is too pro- 
nounced, a psychiatric consultation may be neces- 
sary. 


X-RAY THERAPY FOLLOWING 

COLECTOMY FOR CANCER 

To tHe Eprrorn:—A middle-aged woman had an 
adenocarcinoma, grade 2, removed from the de- 
scending colon. A large piece of colon was re- 
sected on both sides of the tumor; however, the 
mesentery contained some metastatic glands. Is 
there any justification for postoperative deep x-ray 
therapy? 

H. B. Eisenstadt, M.D., Port Arthur, Texas. 


Answer.—In the experience of this consultant 
deep x-ray therapy postoperatively is not indicated 
and usually causes the patient unnecessary addi- 
tional suffering. 


TREATMENT OF PEDICULOSIS CAPITIS 
To tHE Eprror:—Please outline the recent treat- 
ment for pediculosis capitis in a 5-year-old. 


M.D., Illinois. 


Answer.—Pediculosis capitis responds readily to 
some of the newer pediculicides. One effective prep- 
aration consists of a mixture of chlorophenothane, 
1.2 parts; benzyl benzoate, 15.0 parts; ethyl amino- 
benzoate, 2.4 parts; polysorbate 80, 3.0 parts; and 
bentonite magma in distilled water, 120 parts. It 
should be worked into the scalp and allowed to re- 
main overnight. The head should be washed after 24 
hours. One should take care to keep the emulsion 
away from the patient’s eyes, and it should not be 
allowed to remain on the skin for too long a period 
of time. Occasionally several applications are nec- 
essary. 

It is usually advisable to check for any source of 
reinfestation and observe routine measures of clean- 
liness. Combs, brushes, and hats should be thor- 
oughly cleaned, although the organism is found 
primarily on the scalp. Chlorophenothane may also 
be employed in powder form (5% applied daily for 
two weeks ). Benzene hexachloride, gamma, in oint- 
ment form is also effective. It should be applied at 
night and washed out in the morning two or three 
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times in one week. It is usually advisable to follow 
these applications by scalp rinses of undiluted vine- 
gar (for two hours) in order to loosen the eggs so 
that their removal may be completed by means of a 
fine-toothed comb or forceps. Dermatitis resulting 
from sensitivity to one of these newer preparations 
should be treated by removal of the preparation 
and application of soothing ointments or wet dress- 
ings. 


ESTROGEN THERAPY AFTER MASTECTOMY 

To THE Eprror:—A patient 50 years of age had a 
radical breast operation four years ago, and a 
thorough recent physical examination has shown 
no recurrence. She is suffering from intense itch- 
ing, day and night, with no lesions on the skin to 
account for it. Prior to the operation, she had 
similar symptoms controlled by estrogen and 
other female sex hormones. After the operation 
her surgeon told her that she must not continue 
with the hormones as they could be carcinogenic. 
Is there danger of future carcinoma caused by 
the use of female sex hormones during the meno- 
pause after an apparently successful operation 
for cancer? M.D., New Jersey. 


ANSWER.—The danger of future carcinoma in 
women who have had female sex hormones admin- 
istered during the menopause is dependent upon 
those unknown factors which predispose an indi- 
vidual to genital malignancy. There is definite evi- 
dence that estrogens will stimulate at least 50% of 
breast carcinomas to further growth. In spite of 
this, there is no justification in the generalization 
that the use of estrogens in women at the meno- 
pause will necessarily induce breast cancer in them. 
However, unrestrained, prolonged use of estrogens 
is to be discouraged while their judicious use can 
be employed. The use of estrogens in a woman 
after mastectomy for carcinoma is to be discouraged. 
Since it is assumed that 50% of breast carcinomas 
are estrogen dependent and also because we have 
no way of determining such dependency, estrogens 
should not be used for menopausal symptoms alone 
in a woman who has had a mastectomy performed 
for breast carcinoma. 


STASIS ULCERS OF VARICOSE VEINS 
To THE Eprror:—What is the latest treatment, 
especially with topical ointments, that will assist 
in curing stasis ulcers of varicose veins of the 
leg of long duration (over 10 years)? Vascular 
surgery has already been performed to what is 
believed to be the patient's limit. 
M.D., Illinois. 
ANSWER.— Stasis ulcers of varicose veins are usu- 
ally due to chronic deep venous insufficiency with 
an incompetent perforator vein feeding the ulcer- 


Nig 
REN 
ot 
= 
| 


Vol. 166, No. 9 


ated area. The ulcer is usually surrounded by an 
induration, and the dermatitis extends above and 
below the induration for some distance. Usually the 
skin has been sensitized previously to many locally 
and generally administered antibiotics. Rest in bed 
with elevation, mild aluminum subacetate solution 
(1:16), and intermittent use of cortisone ointment 
may cool off the acute phase. When the skin lesion 
has been controlled by skillful dermatological care, 
the area may have to be excised and _ possibly 
grafted and all the incompetent perforator veins 
ligated above or below the fascia. 


LARGE DOSES OF ASCORBIC ACID 
To tHe Eprror:—Can there be any harm in giving 
large doses of ascorbic acid regularly during the 
winter months to a person who is susceptible to 
frequent colds? This person has been able to cut 
down colds to one or none at all a year by taking 
250 mg. of ascorbic acid daily and by increasing 
the dose to 500 to 750 mg. for one day when he 
“feels a cold coming on.” Can such large doses of 
ascorbic acid, taken practically year round, cause 
any imbalance of other vitamins or other essen- 
tial body substances? 
Eleanor B. Townsend, M.D., 
Port Chester, N.Y. 


Answer.—A daily intake of 250 mg. of ascorbic 
acid, with occasional increases to 750 mg., should 
not be harmful to a healthy individual. 


PERICARDIAL HEMORRHAGE AND 

TREATMENT OF INFARCTION 

To tHE Eprror:—In patients with acute myocardial 
infarctions with a widespread friction rub and 
other symptoms of pericarditis, and where the rub 
persists for at least 48 hours, have there been any 
reports that these individuals are more apt to 
develop bleeding into the pericardial sac or myo- 
cardial rupture if anticoagulant therapy is insti- 
tuted using 100 mg. of heparin sodium subcutane- 
ously or intravenously every eight hours, keeping 
clotting time below 30 minutes for 48 hours or 

' until bishydroxycoumarin suppresses prothrombin 
time to therapeutic levels? 
Guerne W. de Lappe, M.D., Modesto, Calif. 


ANsSwER.—There are numerous statistically valid 


analyses indicating a slightly higher incidence of 


pericardial hemorrhage and/or myocardial rupture 
in patients with acute myocardial infarction treated 


with anticoagulants. However, in none of those that 


have come to this consultant’s attention has there 
been any attempt to correlate the greater number of 
these complications with the presence of a friction 
rub, or with its duration, or with the extent of the 
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area of its audibility. Nor can any pathological or 
clinical evidence be adduced to relate the ausculta- 
tory findings in question to pericardial hemorrhage, 
to myocardial rupture, or to the massiveness or 
transmurality, if you will, of the infarct. It would 
therefore seem that there is little or no reason for 
withholding anticoagulants because of the presence 
of a friction rub with the characteristics mentioned 
in the treatment of a patient with acute myocardial 
infarction for whom these drugs would otherwise be 
deemed indicated. 


THE A. M. A. AND LEGISLATION 

To THE Eprror:—Please give information for several 
high school students who are studying congres- 
sional lobbying in their social science classes and 
have asked about the American Medical Associa- 
tion as a propaganda agency. M_D.. California. 


Answer.—The American Medical Association is a 
professional organization that serves both physicians 
and the public. Throughout its more than 100-vear 
history, the A. M. A. has fought to raise the quality 
of medical care in this country. The A. M. A. does 
not try to hide the fact that it promotes sound 
medical legislation and opposes those bills that 
would tend to lower standards of medical care or 
be incompatible with our free enterprise system. 
The A. M. A. is democratically organized along the 
lines of a federation. The individual physician in 
his county medical society is the key man—electing 
representatives to the state medical association 
which, in turn, elects representatives to the House 
of Delegates of the A. M. A. Chief policy decisions 
are formulated by the A. M. A.’s House of Delegates 
which meets twice a year. During the interim period 
between sessions of the House of Delegates, policy 
decisions are made by the Board of Trustees which 
meets eight or nine times a vear. 

Hundreds of bills pertaining to health and medi- 
cine are introduced each year to Congress—220 in 
the 80th Congress and 571 in the 84th Congress. 
The A. M. A. maintains a Washington Office to 
keep legislators informed on A. M. A. policies re- 
garding various health and medical care measures 
and to channel information on significant legislation 
to members of the medical profession. In addition 
a Committee on Legislation, composed of physicians 
representing all sections of the country, studies 
every health and medical bill introduced in Con- 
gress. 

The A. M. A. believes that it has a responsibility 
to the American people to take an active interest in 
legislation. A number of sound legislative proposals 
which the Association recently supported are 
federal aid to medical schools on a one-time con- 
struction grant basis, water-pollution-control laws, 


| | 


1112 QUESTIONS AND ANSWERS J.A.M.A., March 1, 1958 


civil-defense programming and medical stock-piling, 
military-career-incentive legislation, incentive-for- 
private-retirement programs for the self-employed, 
and smoke-abatement laws, The passage of a law 
in Congress, however, is just the first step toward 
putting the measure into operation. Further inter- 
pretations of the law and the final determination of 
practical policies fall to the governmental adminis- 
trative agency concerned. The A. M. A. works with 
these various offices in an advisory capacity—a 
further indication of the medical profession’s con- 
cern for the advancement of public health in 
America. 


HYPERTENSION AND TRAUMA 
To tHe Eprror:—In the section on Queries and 
Minor Notes in Tue JourNaAL, Nov. 9, page 1357, 
there is an item on hypertension and trauma. 
It is agreed that “It is reasonable to assume that 
this woman had hypertension prior to the auto- 
mobile accident,” but it might also be well to 
mention that a contusion of the kidney could 
result in an area of infarction of the kidney. 
This sometimes will be the cause of hyperten- 
sion and probably should be considered in the 
patient. James W. Lane, M.D. 
1123 Virginia Bldg. 
Charleston 1, W. Va. 


The above comment was referred to the consult- 
ant who answered the original question, and his re- 
ply follows.—Eb. 


To THE Eprror:—Injury to the kidney, such as a con- 
tusion, is less likely to produce hypertension than 
is an injury resulting in renal artery thrombosis. 
Hypertension, for example, rarely follows surgical 
procedures on the kidney, including removal of 
stones and biopsy. Any increase in pressure that 
occurs usually is temporary. On the other hand, 
contusion as a cause of hypertension should be 
taken into consideration, even though the injuries 
of the woman in the original question apparently 
were so trivial that the blood pressure was not 
taken until three months after the accident. 


TOXICITY OF GRAPHITE 

To tHe Eprror:—A query by Dr. Robert C. Stein- 
man concerning the possibility of any health 
hazard associated with the grinding of graphite 
appeared in THe Journat, Aug. 10, 1957, page 
1727. In the answer to this query it is stated that 
there is no evidence that graphite affects the 
respiratory tract. Dr. Amour Liber of New York, 
in THe JourNAL, Oct. 19, page 914, took issue with 
the answer. The reply to Dr. Liber is likewise open 
to question. In the first place, the term benign 
pneumoconiosis is misleading and outmoded. The 


deposition and accumulation of any foreign ma- 
terial in the bronchopulmonary tissue can hardly 
be considered benign. Additionally, the presence 
of silica in a free or combined state in graphite is 
the rule rather than the exception. Pneumoconi- 
osis of graphite workers is very similar to 
pneumoconiosis of soft coal workers. It is a 
disease capable of producing clinical and lab- 
oratory changes. There are many references to 
substantiate these remarks. 

Louis L. Friedman, M.D. 

1906 Ninth Avenue, South 

Birmingham 5, Ala. 


The above comment was referred to the consult- 


ant who answered the original question, and his 
reply follows.—Ep. 


To THE Eprror:—The answerer assumed that the 


exposure was to the American type of graphite 
used in industry which is artificial graphite. The 
answer probably erred in not considering the 
natural graphite to which British workers are 
exposed. There is an illuminating discussion by 
Harding and Oliver in the British Journal of In- 
dustrial Medicine (6:91, 1949). The following is 
quoted from that journal: “Graphite or plumbago 
is a crystalline form of carbon which occurs in 
nature as soft black masses or, less commonly, as 
crystals in igneous rocks: this natural graphite 
contains varying proportions of other minerals. 
Graphite is also made artificially from coke, and 
the best preparations of this kind are nearly pure 
carbon. This paper will deal with some of the 
effects of natural graphite, and the term ‘graphite’ 
will be used to mean ‘natural graphite, that is, 
a mixture of minerals, largely crystalline carbon.” 

Inquiry was further made of several of the 
large manufacturers of graphite in America. The 
U. S. Graphite Company responded by stating 
that their natural graphite is obtained from 
Sonora, Mexico, and contains no free silica. Ac- 
cording to the textbook “Chemical Process In- 
dustries” (text ed. edited by Shreve, New York, 
McGraw—Hill Book Company, Inc., 1956), the 
graphite utilized in this country is artificial 
graphite and is 99% carbon. 

It appears to this consultant that the cases of 
pneumoconiosis cited in the British literature are 
the result of the exposure to graphite containing 
various percentages of free silica. To the best of 
his knowledge such a situation does not exist in 
America, and this consultant was unable to find 
any references in the American literature on 
American workers suffering from a_ graphite 
pneumoconiosis, which, by the way, is sometimes 
referred to in the English literature as silico- 
graphitosis. 
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New Potentiated Pain Relief 


E Aspirin. 200 mg. (3 grains) 
i 150 mg. (22 grains) 


«Caffeine... 30mg. ( % grain ) 


Demerol® hydrochloride... 30 mg. ( grain ) 


Average Adult Dow... 1 or 2 tablets 


repeated in three or four hours as needed. 


marked potentiation of analgesia 


plus mild sedation 


antispasmodic action 


antipyretic action 


NO CONstipation 
Le no interference with micturition 


ASIAN INFLUENZA — A.P.C. with Demerol is indicated 
for highly effective symptomatic treatment of the severe 

headache, muscle aches, sore throat, fever, intestinal cramps, 

malaise and coryza characteristic of this disease. 


Supplied in bottles of 100 tablets. 
NARCOTIC BLANK REQUIRED 


N.Y. WINDSOR, ONT. 


LABORATORIES | NEW YORK 18, 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 
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CLASSIFIED ADVERTISEMENTS 


PERSONAL CLASSIFIED ADS 
For personal classified advertisements the rate is 
87 per insertion for 30 words or less; additional 


words 25e each. For box number instead of per- 
sonal address, add 45¢ and count 4 additional 
words. 


SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 
set in bold type (like this paragraph) the rate is $8.75 
—— for 30 words or less, additional words 30 
each. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
COMMERCIAL ANNOUNCEMENTS 


\dvertisements of manufacturers, dealers, pub- 
lishers, agencies, ete., and all purely commercial 
announcements under any caption will be inserted 
ut the rate of $9 for 26 words or less; addi- 
tional words 30e each. For semi-display, $11.25 for 
20 words or less, additional words 40¢ each. Box 
number charge same as personal ads. 


CLASSIFIED ADVERTISING FORMS CLOSE 


FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


———| ASSISTANT PHARMACOLOGIST | 


Interesting assignment in cardio vascular research 
for young scientist preferably with MS degree or 
equivalent in physiology or related field 
Send complete resume e Personnel Dept. 
SCHERING CORP 


Manufacturer of Fine Pharmaceuticals 


60 Orange St. Bloomfield, N. J. 
PRO FELLOWSHIP -AVAILABLE JULY 1, 
College of Medical Evangelists, 1720 Brooklyn 
py Los Angeles 35, California; well rounded pro- 
gram with active clinic and operative services; graduate 
work leading to Board eligibility in proctology; only 
those with certification or eligibility in general surgery 
need apply. Apply: Department of Proctology, % H 
Young, MD, Chairman of Department 
APPLICATIONS ARE INVITED FOR POSITION OF 
fellow in surigeal cardiae research at MeGill Uni- 
versity; at least two years’ residency essential; salary 
candidate may register for 


according to qualifications; 
M.Se. degree. Apply: Director, Experimental 
MeGill Univer Montreal, Canada 


COMPLETELY 
ds for past thirty 
»; large industrial city 
AMA 


Surgery, 
sity, 
EQUIPPED OF- 
years; equipment 
in northwest Ohio. 


FOR SALE; 


WANTED COUNTY HEALTH COMMISSIONER TO 
direct public health programs in Genesee and Wyo- 
ming Counties in New York State; total population 8&4,- 
000; salary $12,500 to start; vacation, sick leave and 
retirement benefits; requirements are MPH and 

in general pub- 


year of satisfactory full time experience 

lic health work. Address inquiries to: Mr. Harold L. | 
Peet, President, Wyoming County Board of Health, 
Pike, New York 


PHYSICIANS AUTO DISTRIBUTORS—TREMENDOUS 
discounts; American makes; factory-dealer delivery; 
guaranteed: financing available; no trades. 341 Glad- 
stone, Kansas City, Missouri. 


PHYSICIANS WANTED 


ATTRACTIVE POSITION OPEN; MUIRDALE SANA- 
torium, Milwaukee, Wisconsin; 370 patients; 
bed, fully accredited tuberculosis hospital; 
physician for high ranking position on the medical 
staff; must be diplomate of the American Board of 
Internal Medicine or have eligibility therfore; assist 
with medical direction and hospital management; 
required to participate in research and in teaching 
of medical students; residents and affiliating student 
nurses; hospital is associated with the Milwaukee 
County Institutions, which include a 1,500 bed general 
hospital and medical center affiliated with Mar- 
quette University School of Medicine; maximum 
salary of $14,000 will be paid, depending upon 
qualifications; residence and utilities offered in addi- 
tion to salary; hospital and surgical insurance,  ex- 
cellent pension plan; sick leave allowance, and paid 
vacation offered; outstanding school and recreational 
facilities available in this area. Write: A Cadden, | 
M. D., Medical Direetor, Muirdale Seaunetiinn, Mil- 
waukee 13, Wisconsin, or Milwaukee County Civil 
Service ommission, Room 206, Court House, Mil- 
waukee Wisconsin Cc 


STATE MENTAL HOSPITAL IN VIR- 
levels; appli- 


PROGRESSIVE 


ginia has openings for physicians at all 

cants must have Virginia license or be eligible to 
take the Boards in Virginia; salary ranges are 
follows: Junior physician--$8,400 per year to 

per year; staff physician year to $11 

per vear; chief of service vear to $12 
per year; this 4,600 bed Feanieak is currently 

going a building and remodeling program; 


opportuni- 


ties for research. Write to: Dr, Juul C 
Superintendent, tox Petersburg, 
full resume with first letter 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST; 
for full time hospital practice at the Memorial Medi- 
cal Center, Williamson, West Virginia; starting com- 
pensation, $22,000: progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
= Association, 1427 Street, N. W., 
‘on, 


Virginia ; 


one | 


send | 
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AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “‘Medic’’ Chicago 


SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 


able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS 
should be received at least 3 weeks prior to date 
change is to go into effect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 
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CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


Matter appearing in THE 
JOURNAL OF THE AMERICAN MEDICAL AssOcIA- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JouRNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THE JoURNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


COPYRIGHT: 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by ithe American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JouRNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe JourNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 
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ADMINISTRATION: 


ANESTHESIOL 


esta 
GENERAL PRACTICE: (e) 2 GP's; 


suburb. 
INDUSTRIAL MEDICINE: 


INTERNAL 


OALR: 


PATHOLOGY: 


PEDIATRICS: (f) 
&: 


mer x 


SURGERY: 


UROLOGY: 


FORMenty AZNOE'S | 


SH AVE. 
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WOODWARD * Ditectol. 


(9) 425 bd, univ med schi affil’d, 
fully apprv'’d hosp; impor tchg prog; very substan- 
arrngmts; to replace adm leav’g for 
hsp after 3 yr tenure; Ige city, warm climate. 
OGY: (s) Assn w/2 well-est'd anes: excl 
hsp affils; tremendous amt of work, priv fee basis: 
income oppor unlimited; med schi . 400, 000, So. 


; 14 Cert or elig men; cl 
b '39; twn 60,000 nr univ med centr; MW 

one with strong 
inter in surg, other in med & ob; assn w MD, FACS 
& AAGP; own 25 bd new hsp; $12,000 Ist vr then 
prtnrshp; Wash State. ) est GP spe- 
cializing ped; duties, GP w surg; sal Ist 
yr, then equal prtnr waiting $20- 25,000: NYC 


: (y) Qual to dir med dept 
regional food processing plant, Ige co; 2,000 empl: 
$12-$13,000; rural community nr Ige city, Ohio. (z) 
Phy & Surgeon; full chge med serv for employ & 
ama sal fee basis about $12,000 plus use of 
owned clinic; timber mill operation; So 
MEDICINE: (n) At least Bd Qual'’d; one 
w/ knowledge and/or exper, rad; 5 man grp; join as 
member; financial arrngmts above average; Houston 
(0) Assn, dept staffed by 2 yng Bd elig men: 
men, long estab; expansion prog; $12.0 guar; no 
limit to income; full prtnr, 2 vrs; very progressive 
twn 30,000; 111. 
(v) Oph; assn w/Bd oph, on med schi faculty & 
7 hsps; busy pract; Boston vicinity. (x) Oto 


staff, 7 
Hd well-estab dept; 20 man grp, majority Dipis at 


*39; shid net $20-25,000; MW 

OB-GYN: (k) Hd dept; orp 4 yng specialists, well- 
estab’d; new 100 bd, apprvd hsp: + 14,000 Ist yr: 
substantial increase & partnrshp; MW. (1) 2nd in 
dept; 19 man orp (10 Cert); 100 bd hsp; $12,000, 2 
yrs; if satisfactory, Jr Prtnr: Calif 

ORTHOPEDICS: (y) Asst, dept ortho, Ige med schi affil 
hsp; to $18,000; cppor faculty appt; MW. (z) Dipl, 
capable of assuming responsibility, Ige emergency 
ortho serv; 8 man grp; income will be satisfactory to 


applicant; univ city, SW 

(d) Dipl as Chief: percentage shid net to 
$25,000; also assoc or asst, $/6-19,000; 500 bd vol 
JCAH hsp; apprvd Cancer prog: (e) Dir dept: 
new post; JCAH hsp, 150 bds; new 4-story-wing just 
completed; oppor med schi tehg: univ twn, MW. 
10 man orp; 20 newborns 


mo; excl cl 25 hsp; no Ped in county; 45 mi to 
Chgo. (g) Assoc w. Bd internist, Ob-gyn & GP, est 
10 yrs; 5 bd hsp; $12-15,000; req’s Fla. lic. 


: () Dir dept staffed by 25 men, 
mostly Ph.D’s; to $15,000; E. 
(a) Psy; Assn, Bd Psy; busy 2 man psy cl a 
priv pract grp srving area 12 ‘000: sal plus % ; 
full prtnr, sevi yrs, grossing about $25,000 
(b) Neuro; assn woyng have-traa 
> -D; no neuro in State; busy 
Pract; twn 40,000; W. Mtns. 
Assn, dept staffed by _ prof, rad 
hers on univ faculties; 700 bd hsp; req one 
exams annually; 
semi-annual %o 


0 do mainly diagnostic; 40,000 
18,000 treatments; basic sal $18,000 
; $2,000 increase 
tehg; E. (f) Dir depts, 
rounding area w/no rad; oppor $20- 30,000 ; 
(u) One Bd elig, thoracic & cardiovascular: 
assn w/Bd surg, on surg staffs, 3 Ige hsps; busy surg 
pract; $12,000; univ city 200,000; MW. (v) Chief; 
depts, Ige orp & hsp; faculty appt as asst prof; $15- 
20,000; West Coast. 

(k) Hd dept, 10 Dipts, “ened 9g to 20 men; 
oppor $20-25,000; early prtnr; Fla 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 62 


year record of effective placement achievement 
STRICTLY CONFIDENTIAL 


| OPPORTUNITY 


PUBLIC HEALTH PHYSICIANS — 


WANTED — GENERAL PHYSICIANS — UNDER 35 


opportunity 
Miners 
starting 


years of age; full time hospital practice: 
to develop in professional care program of 10 
Memorial Hospitals; full time positions with 
compensation at the rate of $12,000 per year; progres- 
sive pay scale; for appointment July 1, 1958; eligibil- 
ity for licensure in Kentucky, Virginia or West Vir- 
ginia required. For details, address: The Clinical Di- 
rector, Miners Hospital Association, 1427 Eye Street, 
N. W., Washington, D. C. c 


FOR 
Cairo, 


MEDICAL DOCTOR; 
drew's Clinic, Vest Virginia need 
at once to take care of large practice; f 
waiting, consultation treatment and 
clinic building in midtown; registered f phat 
macist, two doors from clinic; two excellent hospitals 
in Parkersburg, W. Va.; thirty minutes from clinic 
Inquire: Fred Clark, Telephone 25, Cairo, 
Virginia. 


1 time 


REWARDING 
District Health 


ositions available at Epidemiologist, 
bi salary range 


irector or Director of Medical Services; 
$13,500 to $16,000; candidates must be United States 
citizen; eligible for Pennsylvania license; previous 
public health experience and MPH degree preferable. 
For details, write: Arthur G. Baker, M ., Director, 
Allegheny County Health Department, 620 City- are 
Building, Pittsburgh 19, Pennsylvania. 
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Speed the exchange of ideas... 


How you solve medical problems cases, you can view and review your 
can be of great aid and value to work . . . explain technics to students, 
your medical community! All the to county, state and national groups 
more so, if you’re part of a teaching ...and, through the exchange of 
institution! With black-and-white ideas, help increase the sum total of 
or color films to record significant medical knowledge. 


... with this precision L6mm 


CINE-KODAK K-100 CAMERA 


Medical motion pictures of the highest quality are easily 
within the scope of the K-100 Turret Model. It’s a beauti- 
fully made instrument. The film runs quietly, smoothly—40 
feet at one winding. And you have available a complete series 
of Kodak Cine Ektar Lenses. Any three lenses can be mounted 
on the turret for instant changing. Quick, easy loading. 

The Cine-Kodak K-100 Turret Camera is priced from $337 
(single-lens model from $299). 


For further details, see your Prices are list, include Federal Tax where applicable, 
Kodak photographic dealer or write: and are subject to change without notice 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
Serving medical progress through Photography and Radiography 
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In dizziness and 


vomiting in 
children... 
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TONICS AND SEDATIVES 
e 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


Bishop Fulton Sheen was on the air re- 
ceiving a special award for the excellence 
of his television program. In accepting, he | 
stated that writers very rarely get the credit | 
they so richly deserve, so he gave credit to 
—Matthew, Mark, Luke, and John. 


GAN DR. BROWN 
= PLASTIC 
= SURGEON 


This is a story that they say really hap- 
pened during the shooting of “The Ten 
Commandments.” 


picture had been looking forward to the 
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“PROOF IN PRACTICE”’* 


a study of 15,841 
hypertensive patients 


Below are actual comments made by 
some of your colleagues who partici- 
pated in the recentiy completed study on 
cryptenamine (Unitensen). Evaluation of 
the drug was based on experience in 


everyday private practice. 


Administ 


terally tered orally 


aren 
“Unitensen is 4S good as any 
drug in its field.” 
“TfindU 


for mild 
with few 
effective 


ultee tive 
1ypertension 
nd especially 


on 
geriatric age groups.” 


| For weeks the people working on the 
} 
} 


in majority of 


| day when the most expensive scene in the “Worked good sistant 
patients, even in’ 


D 7 | picture would be shot. 
ra m a rm 4 n e | This was the scene during which the Red cases. 
brand of dimenhydrinate | Sea rolled back and Moses led the Hebrews | . 


no matter what the child's 
condition, Dramamine can 
be easily administered 


If acute vomiting, restless- 
ness or reluctance to swallow 
precludes oral medication in 
tablet or liquid form, Drama- 
mine parenterally (ampuls) 
will bring quick relief. 


the antinauseant in 
THREE dosage forms for children. 


Tablets Liquid Ampuls 


SEARLE 


| the 
| cameramen to shoot the scene, 
acted. 


| the first cameraman. He 
| and said, 


out of Egypt. 

Cecil De Mille carefully explained to the 
| cameramen that they had to take this scene 
| right the first time and that if they had to| 


| re-shoot the scene the expense would be | 
| fantastic. 


Just to be sure that he got a good “take” | 
first time, De Mille assigned three | 
each from a | 
different position. 

For the next half hour the scene was en- 


When it was over, De Mille checked with 
was very apologetic 
“Something happened to my lens 
and it was impossible for me to shoot the 
scene.” 

A little worried, De Mille asked the man 
at the second camera how he had done. 

“T can’t understand it,” the man said. “It’s 
never happened to me before, but for some 
reason there was no film in my camera.” 

A little frantic by this time, De Mille took 
his megaphone and called to the third 
cameraman who had been stationed on the 
top of a nearby hill. 

“Sam,” he cried, “how did it go?” 

And back came the faint reply, 
time you're ready.” 


“Any 


(Continued on page 72) 
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*A summary of the “Proof In Practice” 
study is avaiiable upon request from the 
Medical Director, Irwin, Neisler & Co. 


UNITENSEN 


Each Unitensen tablet contains 
cryptenamine (tannates) 2.0 mg. 


UNITENSEN-R 


Each Unitensen-R tablet contains cryptenamine 
(tannates) 1.0 mg., Reserpine 0.1 mg. 


Clinical supplies available upon request. 


Irwin, Neisler & Co. ¢ Decatur, Illinois 
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manages both the psychic and somatic symptoms 


relieves emotional stress in the menopause 
treats somatic disturbances due to ovarian decline 


ONJUGATED ESTROGENS 
A PROVEN ESTROGEN 
SUPPLIED: Bottles of 60 tablets. 
EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) 
2-methy!-2-n-propyl-1,3-propanediol dicarbamate 


Conjugated Estrogens (equine) 


posacE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Wvartace LABORATORIES, New Brunswick, N. J. Literatu 
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Did You Know That? 


About a million matches a minute are 
struck in the United States. 
Cigarette paper is usually made of linen 
treated with a calcium compound. 
Ninety-five per cent of all women in the 
United States use face powder. 
About 2,800,000,000 Ib. of candy are sold 
in the United States each year. 
About 5,000 cords of wood are used each ad 
year in the manufacture of toothpicks. 
a 


QUICK SOOTHING TOPICAL RESPONSE 


INFLAMMATORY 


Incorporated 
in exclusive, 
ACID MANTL 

vehicle 


Silly Stories 


There is an off-beat brand of humor that 
flourishes these days that is halfway be- 


CORT-DOME | 


cen Ve? Sh tween realism and the shaggy dog story. 
pribility: to by Sacieria is Widely We call them plain silly. 
z 
fi) held to be due tothe removal of the antibacterial 
zm A doctor friend of ours went to Coney 


“acid mantle’ of the skin and its displacement by 
an abnormal “alkaline mantle’.”“— Fabricant, N.D.: 


Island with a boyhood friend who had now 
gone into some rather dubious activities. 
The friend knew what to do at Coney 


A.M. A. Arch, Otolaryn. 65:11, 1957. Island and what to avoid. 
cig The last place they visited was a shoot- 
amples and literature upply— 736, a rocortisone in either Ureme Thi > 
loid balls propelled by jets of water. The 


(34 02., 1 0z., 2 02., 4 oz. squeeze bottles and pt. bottles). 


balls rose and fell and when they fell, they 
went out of sight. The idea was to hit the 


Wy ome emicgd § ne balls when they were in sight. 
od The doctor shot all the cartridges in his 


NEW YORK 23 + LOS ANGELES 46 + In Canada: 2765 Bates Road, Montreal rifle without hitting one ball. 


His friend picked up a gun, took careful 
SAVE | 


aim, shot once and all of the balls fell. 

| “That,” said the doctor, “is the most won- 
PROFESSIONAL STATIONERY 
AND RECORD SUPPLIES 


| derful shooting I ever saw. How did you 
do it?” 
I shot the fellow working the pump.” 


WRITE FOR 
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LETTERHEADS 2 

ENVELOPES 

STATEMENTS > Koftens hard, dry 

APPOINTMENT — pols naturally 


Accurate, clean-cut letterpress 
work on highest quality materials 
Satisfaction guaranteed. 
COLWELL PUBLISHING CO. 
236 UNIVERSITY AVE.., CHADPAIGN, ILLINOIS 


Effective... 
non-habit forming 


HANDBOOK OF 
NEUROLOGICAL EXAMINATION 


clinical use Anecdotes 
Dose: 1 or 2 Tbs. Two producers had moved to Hollywood 


AND CASE RECORDING daily in formula many years ago from New York and were 
Revised Edition | = or milk. | both quite prosperous. 
| One day they met in a Hollywood restau- 
By DEREK DENNY-BROWN, M.D. e fi FORMS | rant and began to reminisce about New a 
This useful pocket manual, written Deitiicsre Liquid and Powder | York City. After a while they became quite 


to introduce senior students and ; : | nostalgic and decided to visit New York 
house officers to standard neurologi- *KNon-diastatic barley malt extract | again. 
cal methods, describes a_ reliable neutralized with potassium carbonate | One would not travel by train and the 
method for taking histories and re- | other would not travel by plane. Therefore, 
cording the results of neurological | they decided to hire a cab to drive them to 
examination. In this new edition the ‘ New York. 
sections on apraxia and agnosia They found a driver who was willing to 
have been considerably revised. 121 make the trip and, after a bit of negotiation, 
pages. 2 charts. Paper, $2.75 they settled on a price. 
When they were getting into the cab to 

Through your bookseller, or from cnemo-onvel | start the journey, one producer said to the 

HARVARD UNIVERSITY PRESS company tro., | other, “You get in first. I’m getting out at 
79 Garden Street BORCHERDT Co. aacacaeainas! Times Square, so I'll get out first.” 

Cambridge 38 Massachusetts || 217 N. Wolcott Ave.,Chicago 12, Ill. | 


(Continued on page 74 
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when emotional stress is a complicating factor 


‘Thorazine’ by injection (ampuls or multiple dose vials) often 
provides immediate relief from severe attacks. 
‘Thorazine’ Spansulet capsules qi2h provide sustained, 


24-hour protection against emotional stress that can precipitate attacks. 


‘Thorazine’, in any dosage form, promotes sound sleep 
without respiratory depression. 


THORAZIN E*% one of the fundamental drugs in medicine 


chlorpromazine, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 1 
*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
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INFANT RASHES. 
WINTER ITCH | 
BATH ITCH | 


“Oilated” 


Emollient Baths 


AVEENO ‘“‘Oilated” Baths 


provide: 


the recognized relief of a 
soothing Aveeno Colloid Bath 


plus the skin-softening quality 
of emollient oils 


Active Ingredients: Aveeno Colloidal 
Oatmeal impregnated with a high per- 
centage (35%) of liquid petrolatum and 
olive oil (U.S.P.). 


AVEENO® “OILATED” 
is available in 10 oz. cans. 


AVEENO CORPORATION 
250 WEST 57TH STREET NEW YORK 19, N. Y. 


TONICS AND SEDATIVES (Continued) 


Irving Cobb was listening to speeches 


| being made by a group of government offi- 
| cials. 


After listening for two hours, he turned 
to the man sitting next to him and said, | 


|“Now I know why they play ‘Stars and 


Stripes Forever.” 
e 
A young lad was behaving badly. His 
mother said to him, “How do you ever ex- 
pect to get into heaven?” 
The lad replied, “Well, I will just run 


}in and out and keep slamming the door 


until St. Peter ‘For heavens’ sake, 
come in or stay out’.” 
e 
A waitress watched as a customer put 
eight spoonfuls of sugar into his cup of 
coffee and then proceeded to drink without 
stirring it first. 
“Why don’t you stir it first?” she asked. 
The customer looked at her coldly and 
said, “Who likes it so sweet?” 
e 


Quotes of the Week 


Says, 


One improvement we would like to see 
on new automobiles is a device to make the 
brakes get tight whenever the driver does. 

No man enjoys life like the man who 

doesn’t think, but thinks he does. 

A man is as old as he feels. A woman is 

as old as she feels like admitting. 
e 

A conference is a meeting of important 
people who singly can do nothing and to- 
gether can decide that nothing can be done. 

e 
Nobody ever listened himself out of a job. 

No matter how many new translations are 
made of the Bible, people still sin in the 
same old way. 


D. 


J.A.M.LA., March 1, 1958 


(Continued from page 68) 


GENERAL PRACTITIONER 


prac clinic; serving 


PEDIATRICIAN 


FOR STAFF OF GROUP PRACTICI 
M4 Derst t 2 n W 


pi 
2 


PHYSICIAN WANTED—CONTINUED GROWTH OF A 
pharmaceutical company demands the addition of 
energetic, young physician to its medical service aft: 
this challenging position offers the opportunity to work 

clinical research and sales personnel; some pri- 

practice experience desirable: please submit res- 
ume which will include all pertinent data; New York 
area. Box 5534 C, “o AMA 

IMMEDIATE OPENING FOR BOARD OR BOARD 

ligible pediat nternist and ophthalr 
ho desire t te with other me 


WANTED GENERAL 


i n 


SURGEON UNDER 
general pract 
wpital facilities cat 

m Louis e, salary 
and partnership hate 
education and expe 


FORTY 


WANTED — BOARD CERTIFIED PATHOLOGIST— 
For full time hospital practice in professional care 
program of the Miners Memorial Hospital 
compensation $20.000; progressive pay scale 
tails address: The Clinical Director, Miners 
Hospital Association, 1427 ‘‘I'’ Street, N 
ington, 


Memorial 
Wash.- 
Cc 


PART TIMI 


jate 


PHYSICIAN 


OR FULL TIME POSITION 
in northweste esearch titut 


nstitution 


OPHTHALMOLOGIST 
je or cert 


KENT OR I 
ligible 


ROLOGIST;: BOARD 
i for group of estal 
fe 


ean decide you 
B. Westbrook 
Oklahoma 


ome 
MD, Hil 
WANTED 


BUSY RADIOLOGIST 
state; 


IN EAST CENTRAL 
ward partnershig 
AMA 


eSiPes assoc ing 


hospital practice 


“All right, Mrs. Pelham, I'm putting you down for a_ three 
o'clock appointment this afternoon—what time will you be here?” 


14 
ceutical personnel in happy for many years. 
THE NEW YORK MEDICAL EXCHANGE 
439 Fifth Avenue (Opposite Public Library) 
Washington, D. ¢ lepartment heads as many ! 
stal? members have American Boards; prefer man with 
tion; sick ave, comprehensive retirement plan. W 
| finished residency cently now nishing imnual 
sala pen; one month vacation: sic I 
hensive retirement plan. Write to: Medical D 4 
Group Health Association, Inc 1025 Vermont Avenue 
| 
I 
tion w even pl ns; ed in W n Ken 
tucky; a college community cUaranteed alary the 
first vear: percentage basis thereafter with partne 
ship entry. Box i4¢, co AMA 
i 
clinic twenty 
| minute ar: pe 
| centage Write tu 
| 
cat | internal medical boards; position considered leal for 
| physician completing internal medical residen fu 
time salary begins at $8,000 per annum. Box 5565 ©, 
est Clinic, Bartlesvill 
J 
sites 


relaxes 
both 


mind 


muscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic no blood dyscrasias. liver toxicity, 
Parkinson-like syndrome or nasal stufliness 
well suited for prolonged therapy 


Supplied g¢. scored tablets, 200 mg. sugar-coated 


tablets. Usual dosage: One or two 4oo mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


y!-2-@-propy!-1,3-¢ 
THE ORIGINAL MEPROBAMATHI 
Pa DISCOVERED & INTRODUCED BY 


WJ WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


OFS 

| 


Anxiety 


‘Miltown’ therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets.* 

‘Miltown’ (usual dosage: 400 mg. 
q.i.d.) relaxes both mind and muscle and 
alleviates somatic symptoms of anxiety, 
tension, and fear. 

‘Miltown’ therapy does not affect the 
autonomic nervous system and can be 
used with safety throughout pregnancy.* 


of pregnancy 


*Belafsky, H. A., 

Breslow, S. 

and Shangold, J. E.: « 
Meprobamate in pregnancy. 

Obst. & Gynec. 

9 :703, June 1957. 


| THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


(i) WALLACE LABORATORIES | 


& 

ow 

| NEW BRUNSWICK, NEW JERSEY 


Vol. No. 9 


166, 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 


Service of Distinction since 1914 


ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 
present Chief pians tu retire in few mos. & Assoc. 
will succeed to top job; should have interest in tchng; 
$15,000 start plus %o 

ASS’. MEDICAL DIRECTOR: w/some formal trng in 
hosp adm; Hawaii; $15,000 

DIRECTOR MED. EDUCATION: Ige. MW gent hosp, 
fully appr. within easy reach of advance work; ample 
cvitural & civic activities; can be either Internist or 
Surgeon 

ENT: asst. qual. to perform newer types of ear & nasal 
surg; rapid growing area in East w. plenty to do; 
$16,000 & bonuses 

> GENERAL PRACTICE: (a) 3-man clin: MW; $12,000 & 

extras later; you will need nothing as everything is 
furnished (b) new clin being formed; Fla; no trouble 
clearing $1000 start on % basis; upper limit depends 
only on man 
INDUS/RIAL: full or part time; office: salary open: II. 
INTERNIST: (a) pref w sub-trng in allergy or hema- 
tology; clin; Ky; 2nd in dept; real potential for top- 

. notch man: $1000 net start: can expect $30-$35,000 

win 2- yrs b) to become prtnr of Surg; Minn; 
$12,000 ist yr w prtnrshp at end of that time (c) to 
assoc w Cert Internist & Cert Surg w intent of even- 
a prtnrshp; Chgo suburb; moving into own med 
idg sprng ‘58 

NEUROSURGEON: a) to form & hd dept in ise MW 
arp est in "14 in Univ center; good hosp facil (b) assn 
on optrnrshp arrangement; °o will depend on qual; 
Ariz; doc is affiliated w 8 hosps 

OB-GYN: 13-man clin; Ky town of 15,000: $15,000 ini- 
tially & other benefits; prtarshp 2nd yr. 

PATHOLOGIST: asst; $25,000; East 

PEDIATRICIAN: (a) Ige MW clin; college twn, to $12,- 

000; opptny tor study & resrch (b) Clin; Ky; unusual 

opptny; °o of profits ist yr w min guar of $15,000, 

but actual earnings can exceed this figure; full prtnr 


atter t-yr 

PEDIATRICIAN: (c) 8-man clin est yrs; city of 
16,000; close univ assn; not less ee $1000—more 
depend on bekgrnd & exper 

PSYCHIATRIST: (a) Chief & Med Dir; MW clin est 10 
yrs; $14,000 start; reg hrs (b) Dir Prof Trng; to 
315.600; East; newly created position at trng 
resrch center 

RADIOLOGIST: (a) asst Cert man; guar of $18,000; 225 
gent hoso; MW _ progressive indus city (b) assoc; 
hosp & office pract; must be qual in isotopes & 
MUST have Filia license; to $15,000 Ist yr w grad 


prtnrshp 

STUDENT HEALTH: MW Univ of 6000 students; 
time; about $10,000 

SURGEON: pref w sub-trng in either chest or vascular 
work: well-est (40 yrs) 12-man orp; mountainous re- 
gion w fishing and big game hunting easily avail 

TUBERCULOSIS: Med Dir; 97 bed hosp; Calif: incum- 
bent retiring; 5-days; salary open; furnished hse 
avail 


Upon request one of our applications will be mailed to 3 ; Y 
you. Write us today—a post card will do. : PI NWO R M Ss 1 0 N we WEEK 
WANTED — BOARD CERTIFIED OBSTETRICIAN. ‘ROU NDWORMS IN ONE OR TWO DAY: 


gynecologist; tor full time hospital practice in profes- 
ssonal care program of the Miners Memorial Hospitals: 
Starting compensation $18,000 to $20,000; progressive 
pay scale. For details, address: The Clinical Director, 
Miners Memorial Hospital Association, 1427 Eye Street, 
N. W., Washington, c 


full 


WANTED —- OPHTHALMOLOGIST; BOARD MEMBER 


ent and brary. Writ Mrs 

Tejon Street, Colorado Springs, Colo- 


PHYSICIANS—WITH OR WITHOUT PUBLIC HEALTH 
training. and pediatricians needed in Maternal and 
Child Health program at salaries from $8,728 through 
$10,097; five day week; pension; civil service appoint- 
ment. Dr. E. R. Krumbiegel, Milwaukee Health De- 
partment, City Hall, Milwaukee 2, Wisconsin. c 


ALIFIED, 


in 


ENERGETIC WELL Ql Yo NG GENERAL 
oie ew 


ted; 
ipproved 
expenses ite full qualificati ms first letter. 


then 
552 AMA 


ALI- 


OBSTETRICIAN -GY NECOLOG IST BOARD QI 


Se ATHOLOG a FOR 300 BED GENERAL WANTED—QUALIFIED BADIOLOG IST TO BE ASSO 


reply. Box 5544 ¢ AMA hospital; Board « fled or Hoard eligible annual ciated with hospital group, 200 bed general hospita 


compe ion up to $25 000 lepending nm experience remuneration liberal; no nvestment required; vacan 
WANTED si I bk RINTE NDENT AND MEDICAL DI- and qualifications. Apply t Administrator, Engle- | to be filled in near future tox 5550 C, AX 

ect 10) d TRC, Sanatorium, Minnesota; modern wood Hospital, Englewood, New Jersey c 
well equ full maintenance; salary open. Address WANTED — YOUNG; CERTIFIED OR ELIGIBLE 
( Dr. RO V. Sherman, Chairman, Board of Direc PSYCHIATRIST DOSED CERTIFIED; TO JOIN TWO pediatrician: presressive small group specialists Rocky 
tors Mineral Springs Sanatorium, Cannon Falls, established psychiatrists for office practice and new 40 Mountain Area; 15,000 population; early availability 
Minnesota Cc bed psychiatric unit in general hospital industrial preferred. Box 5561 C. % AMA. 
7 community in northeast Ohio. Box 5374 C, % AMA 


ROE NTG ENOLOGIST BOARD MEMBER SOUTH 


PSYCHIATRIST AS CHIEF OF SERVICE; MUST BE OBS-GYN—CALIFORNIA LICENSED TO JOIN SMALL 


can graduate; interested in helping teach . ‘ salary; annual increases; free 
ary $14 to $17,400 plu family mainte rsonnel Agency, 7 East 42n 
chan vancement. Wt Ww Brin- Street, Los Angeles 14 Cc 7, New York 
exar, MD. nt, Mental ‘Health titute 
Cherokee, Lowa C | WANTED PEDIATRIK IAN wire BOARDS OR | GENERAL PRACTITIONER — ASSOCIATE ESTAB.- 
Boat 1 Eligible: as an wiate with a Board pedia | lished Long Beach MD; formerly lowan; excellent 


SOUTHERN CALIFORNIA — TEN MAN SPECIALTY 
group has immediate openings for orthopedic surgeon: 
ophthalmologist; pediatrician; Board Certified or eli- 
gible; salary at start; partnership plan. Box 5560 C, | STUDENT HEALTH PHYSICIAN—PREFER DOCTOR OBSTETRICIAN GYNECOLOGIST NEE Dt D BY 


ce icg connections. Send Helen Buchan, Continental Medical Bureau, Agency 
% AY 510 W. 6th Street, Los Angeles 14 c 


Se AMA. | interested in permanent position; Pacific Northwest: to group in southeast Kentucky; starting salary Boa 
56 h i ertified specialists $18,000. Box 55¢ 

PATHOLOGIST WANTED TO SERVE 50,000 POPU- West Certified specia 8 Box \MA 
latio: yn in the Big Horn Basin of Wyoming; ideal oppor- ) MEN > MENTS 
tunity for establishing a private practice of pathoiogy | ANESTHESIOLOG THREE; TE AC HING HOS BO ~ ~ 
in an area noted for its hunting and fishing. Ac imin pital*+ New York City; fee for service basis: team ( "linie Ma lison, Wisconsiz bie: ( 
istrator, Coe Memorial Hospital, Cody, Wyoming ; pote al; $15,000 aoe year; graduates of approved 7 . . 

WANTED YOUNG PHYSICIAN FOR GENERAL | WANTED — PEDIATRICIAN & GENERAL ?PRACTI 
practice with n year residency in either | PSYCHIATRIST—CERTIFIED; ANALYTICAL: QUALI- 
general surgery obstetries-gynecology ; resort and fied to head department. Helen Buchan, Continental Chicago; sala wen. Box 5458 ¢ AMA 

uichir salary or association Medical Bureau, Agency, 510 W. 6th Street, Los 


Anacles 14 Cc Continued on next pace 
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Dr. Nelson ‘ANTEPAR’ TABLETS Piperazine Citrate. 250 or 50 
tual 


J.A.M.A., March 1, 1958 


Medical 
Bureau 


900 North Michigan Avenue Chicago 


ADMINISTRATION: (AA73) 
. embarking upon long range program, 


Dir., med. education; gen. 
intern & 


full partner 


alif. 
Dir. dept, 42 man group; 
rs; univ. city, MW. 
ANESTHESI LOGY: Chief, new gen hosp., 
serving indus. group; So; $20-$25, 
ASSISTANTS: (Ci8) By GP: well aioe. equipped offi- 
pant $1250 increasing to $1500 after Ist yr; partner 
por; Minneapolis 
DERMATOLOGY : (DI8) Head, newly created dept, i4 e 
man group; owe 30,000 near univ. city, near Choo 
GENERAL PRACTICE: (F20) Ass'n, GP & indus. clinic, 
entirely supervised by doctors; town 30,000 near 3 
univ. cities, So; excel. 250 bed hosp; min. $18,000 
net. (F211) Ass'n, 2 GPs; well staffed, well equipped 
offices; res. town, So. Calif; partner after yr. (F22) 
Ass'n, well estab. GP; small town, N. J., rapidly 
growing county, near Phil: excel. facilities; partner ” 
oppor. (F23) Full time hosp. post; Fla; $12,000, 
including home, all utilities 
INDUSTRIAL MEDICINE: (C60) Med. dir; new plant 
now being built; pref. phy. available soon to estab. 
dept, policies, ete; Ala. (C6!) Med. dir; 1000 em- 
ployes; complete facilities; Wis; $15,000 
DICINE 


A INSURANCE MEDICINE: (X15) Staff oppor., tong 
Skin graft donor site after 3 weeks’ treatment with. estab., renowned co; duties consist of pract. med. as 
ies om does in priv. pract; generous benefits; univ. city, 


petrolatum gauze-still gauze— INTERNAL MEDICINE: (HIZ) Ass'n, Board internist, 
ati iec » aly ; ; H tah group pidly gro deal res. are 
largely granulation tissue completely epithelialized N. J, within 45 min, NYC. fine hosp. facilities; full 


partner 2d yr H18) Ass'n, 22 man group: facilities 
2 med. schools; pref. one with subspecialty training 
in hematology, chest or endocrinology: partner oppor 


fluoroscopy & another qual. another subspecialty: 
12 man group estab. ‘21; coll. town, W. (H20) 
Ass'n, 6 man group; new clinic bidg;: suburb med 


EXCELLENT WOUND HEALING soars nes: rani 


growing 225,000; drawing area Ss 


was obtained in a quantitative study of 50 donor sites, OALR: (E72) Oto. head dept, 12 man group: coll. town, 
30,000, near univ. city, Pac. NW. (E73) Oph. & oto., 
each dressed half with FURACIN gauze, half with petrolatum man group; med. town, 125.008. 
gauze. Use of antibacterial FURACIN Soluble Dressing, gen, Resp. serving Indus. eroup: So; $20-$25,000 
& $16-$20,000. (J55) Head dept, 8 man group: own 
with its water-soluble base, resulted in rapid and hosp., 100 beds: rapidly growing community, Calif 
ORTHOPEDICS: (K5) Head, new dept, 20 man group; 
complete epithelialization. No tissue maceration occurred orth. surg. now being performed by gen. surgeons: 
own hosp: res. town, near Ige city, med. center, MW 


; -tres ar mer (K6) Young orthopod:; ass'n, very active dept, 34 
cities; E 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 PATHOLOGY: (LI9) Dir. dept, 315 bed gen. hosp: 
pansion prog. will increase to 465; coll. town, 100, 000. 


MW: $30,000 up. (L20) Dir. dept, 275 bed gen 
FURACIN® hosp., JCAH; foreign operations, major indus. co; 
- e « brand of nitrofurazone min. $20,000 (Fed. tax free) family mtce 
PEDIATRICS: (M31) Ass'n, 35 man estab. present 
a broad-range bactericide that is gentle to tissues stall, 4 Board pode: town, (M82) Chiet 
& assoc: new gen. hosp. serving indus. group: $20- 
$25.000 & $15-$18,000; So 


spread FUuRACIN Soluble Dressing: FURACIN 0.2% in water- PHARMACEUTICAL FIELD: (O14) Young M.D. to 
tab. clinical research ts: travel of 60-90 

soluble ointment-like base of polyethylene glycols. ae - 

= P & N: (P72) Med. neurologist; head dept, 34 man 

sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder group oragnized as ass’n; univ. city, MW. (P73) 

Ass'n, Board P&N: priv. pract: oppor. tch'g. 

base of water-soluble polyethylene glycols. Shaker-top vial. researeh; min. $20, 000; early partner; med. school 


Mw 
puBLit HEALTH: (Q44) Dir. dept, city of several mil- 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
RADIOLOGY : (R96) Head dept, 18 man clinic, 250 bed 


polyethylene glycols 65%, wetting agent 0.3% and water. HY, 
2 young radiologists 2, hosp. pract., '3 priv; early 


partner; city 100.000, SW 


: ‘Ss ate SURGERY: (U68) Chief & assoc; new gen. hosp. serving 
EATON LABORATORIES, NORWICH, N.Y. indus. group; $20-$25,000 & $16-$20,000; So. (U69) 
Group ass'n: pref. qual. chest or vascular surg: city 
Nitrofurans—a NEW class of antimicrobials— J} 100.000, Rocky Mts 


Please send for our Analysis Form. 


Burneice Larson oirector 


OTOLARY NGOLOGIST MIDWEST; URGENTLY 
(Continued from preceding page) WANTED NEW MEXICO; RADLOLOGIST; BOARD ir an h hi 
Certified or eligible preferred; to serve as Bistant vi ang apecialis ine 
WANTED NEVADA; LICENSED PHYSICIANS, RE Albuqueraue, | of early partnership in, rapidly expanding 
New Mexico; 500 bed GM&S hospital affliated with 
cent graduates of A-l American or Canadian School; University of Colorade School of Medicine: usual Vet- Soagg city of 40,000, serving 80,000 in prosperous area 
wishing to defer private practice or specialization; com erans Administration benefits: salary u n ideal geographical location. Write Admini 
petence in physical medicine will suffice, although psy qualifications full citizenshi oo Chhet Elkhart Clinic, 405 South 2nd Street, Elkhart, Indiana, 
chiatric tri sining or experience desirable; position offers Profe sional Services ti ( 
opportunity for active psychiatrie experience while on tat. ae ° — wa 
substantial remuneration; initial gross salary $8,988 WANTED TO 
yer annum, with psychiatric traini background, — 685 depending upon qualific ona 
Write: Hostel, | WANTED THREE PHYSICIANS; INTERNIST, PEDI- | ftoard Certified: ‘not to. exceed $13 ‘approved 
Box 2460, Reno, Nevada ¢ atrician and general practitioner to join specialists three years psychiatric residency in conjunctic m with 
: with well oe ater practice in growing suburban com- Northwestern University; hourly commuting distance 
munity northwest of Chicago; new air-conditioned Chicago; citizenship required Write: Manager, Veter- 
L ratory and X-ray departments; permanent association Illinois. ‘ 
services; active psychological department; physical with partnership opportunity; no financial investment 
medicine and rehabilitation program; social | service; required; interested in man now practicing in ¢ hicago | WANTED—CHIEF, SURGICAL SERVICE; EX?PERI- 
university center; agreeable climate; salary $8990 to area; or man now locating. Box 5147 (, % AMA. ence in thoracic Surgery necessary 2 500 bed tuber 
$10,520; Board Certification bonus 25%, not to exceed culosis hospital 35 miles north of Pittsburgh: salary 
$13,760; paid vacations, sick leave and other benefits INTERNAL MEDICINE MIDWEST; URGENTLY $8,990 to $13,760 depending on qualifications; must_be 
Apply: Manager, Veterans Administration Hospital, need Board Certified or Eligible internist with spe- U. 8S. citizen; family quarters available. Write: Di 
Tuscaloosa, Alabama ‘ cial interest in gastroenterology and experienced in rector, Professional Services, Veterans Administration 
gastroenterological X-ray; man chosen will associate Hospital, Butler, Pennsylvania, for further information 
QUALIFIED SURGEON FOR OVERSEAS ASSIGN with sroup of young specialists; 
ment with United States government; assignment also many benefits, including the possibility of early part- 
includes some general practice-type medicine; graduate nership in rapidly expanding clinic, city of 40,000; | UROLOGIST WANTED—BOARD ELIGIBLE; OPPOR- 
of United States Class A medical school; native born serving 80,000 in prosperous area in ideal geographical tunity to share building and laboratory ownership; 
United States citizen under 45 years of age; exempt location. Write: Box 5490, & AMA prosperous growing Pacific northwest city; private prac 
from Doctors Draft and in good he : salary $10,000 tice associated with established specialists; suite for 
plus allowances; willing to sign three year contract; in WELL ESTABLISHED YOUNG PEDIATRICIAN IN lease. Box 5419 C, % AMA 


itial reply to include summary of pe 


professional, large southern metropolitan area desires associate soon; 
and military backgrouna, Box 5308 C, % AMA exceptional oppertunity tox S402 0, 


% AMA (Continued on page 78) 


76 

Che 

| 

4 

ig 

‘ 

‘ 


77 


TO SIMPLIFY YOUR PROBLEM OF GIVING ROUTINE INSTRUCTIONS... 


PREGNANCY 


SAVES YOUR TIME...HELPS YOUR PATIENTS 


This Ivory Handy Pad contains 50 identical instruction sheets for 
expectant mothers. Each sheet provides routine guidance on rest, diet and related 
subjects appropriate to the situation. Only professionally accepted matter 
is included—without advertising of any sort. You simply hand a sheet 
to your mother-to-be patient. 
99 136% PURE® This Handy Pad is one of six different titles in the series originated 
oo.fT FLOATS oa by Ivory Soap as a free service to the medical profession. The Ivory Handy Pads 
; ’ have been in use for more than ten years. Their increasing acceptance 
amply proves their value in saving the doctor's time and in helping patients 
follow instructions more faithfully. 


USE THE ORDER-BLANK 
AT RIGHT TO OBTAIN: FREE- 
ANY OR ALL OF THE 


IVORY 
HANDY 
PADS 


PROCTER & GAMBLE, Dept. A, Box 687, Cincinnati 1, Ohio 


Please send, at no cost or obligation, one of each Ivory Handy Pad checked: 


___Handy Pad No. |: “Instructions for Routine Care of Acne.” 
——Handy Pad No. 2: “Instructions for Bathing a Patient in Bed.” 
—_——Handy Pad No. 3: “Instructions for Bathing Your Baby.” 
——_——Handy Pad No. 4: “The Hygiene of Pregnancy.” 
____Handy Pad No. 5: “Home Care of the Bedfast Patient.” 
= Handy Pad No. 6: “Sick Room Precautions to Prevent the Spread 
of Communicable Disease.” 


ADDRESS. 


CITY 


| 
WAY 
ne ae y, / | 
y | 
ff j 
7 
M.D. 


8-12 HOUR CONTROL 
_ WITH A SINGLE DOSE 


CAN TURN OFF 


STRASENBURGH > 


Originators of ‘Strasionic’ (sustained ionic) Release 


(Continued from page 76) INTERNIST 


GENERAL PRACTICE, 


LOS 


NEEDED 


WANTED — OPPORTU NITY TO BUIL D 


own practice, yet share benefits group. practice 
$12,000 guarantee first vear full partnership in two 
years with income de De nding on own gross plus bonus 
to non-surgical specialis midwest ity with 20,000 
population; cited na onalls is ome f the miost pro 


gressive cities tox Cc, % AMA 


ANESTHESIOLOGIST — BOARD ELIGIBILITY NOT 


required, but must have some postgraduate training in 
the specialty, willing to do some general practice: must 
be graduate of American Class ‘‘A’’ school; under 40; 
married; and draft exempt; to join established group of 
ore penne physicians and two dentists. Box 5439 C, 


ANGELES AREA—PSYCHIATRIC 
in new VA hospital+, affiliated with 
opportunity for individual and 
research; salary $8990 through J a 
cialty allowance Contact Manager, VA 
Sepulveda, California 


ANTED — OTOLARYNGOLOGIST — BOARD OR 
Board Eligible; excellent opportunity; starting salary 
$20,000 yearly with opportunity for advancement and 
early partnership if acceptable; to be associated with 
a well established EEN&T office located in a modern 
city with fine facilities; Write: Box 5497 C, “o AMA. 


VACANCIES 


hools; 


and 


> medical s« 


2 spe 
Hospital, 


STRICIAN WILLING TO DO SOME 
$12,000 per unfurnished 
AMA 


general 


year plus 
apartment. Box 


HTHAL oR 


GENERAL 


PATHOLOGIST--L 


WANTED 


‘ = 


J.A.M.A., March 1, 


RADIOLOGIST TIME FACULTY APPOINT- 


ment to southern school; ultimate bed capacity in it 
new teaching hospital*+, 800; equipment includes high 
speed angiographic, image anipl ‘ation and cine 


graphic units ; 
essary. Box 


SURGEON—UNIVERSITY TRAINED: BOARD CERTI- 
fied for active department in large well known midwest- 
ern clinic consisting of Board Certified members only; 
commencing salary $15,000; plus annual increments; 


vacancy, Mareh 1, 1958; citizenship nec 
87 C, AMA 


bonuses; and life insurance program. Apply: Box 5491 
C, % A 

WANTED—HIGH SCHOOL TOWN IN NORTIL CEN 
tral Indiana; Cass Co tor; exceptionally 
fertile farming area ‘ hospita 
new modern 28’ by 5 ue al alr t ¢ 
pleted, if interested write: Twelve Mile Medical Build 
ing, Inc., Twelve Mile, Indiana c 

WANTED— INTERNIST; 


CERTIFIE DOR ALIFIED; 
Hospita 


busy 354 bed GM&S Veterans Adminis 
Lake City, Flo ida; ng $12,685 
plus 2 for cer tion Fl t license n 
required; U. S. citizenst tired Manag 
Above address 
WANTED GENERAL PRACTITIONER FOR WELL 
established prac $50,000 ege town; 1,600 popu 
tion, West Washington, D. ¢ 
open ipl ft 
nurse ivailal iving I 
ize. AMA 
PHYSICIAN rO WORK WITH PSYCHI 
atric patients ed iburb ¢ igo: 
salary rang 2,685 ng upor il 
ifications ; n hip 
required i ! \ Administration 
Hospital, Downey, North Chicago, Illinois ( 
EXCELLENT OPPORTUNITY FOR GENERAL PRAC 
titioner who can secure I nse and st 
1 general ind ew i 
sure ance; 2 hicag p in In 
ana. If interes 85 AMA 
WANTED TO ASSO 
mists ‘ 
sep 
ala 
i in t J 


w iENERAL PRACTITIONER AND BOARD 
fied ophthalmologist t sociate h modert 
1 clinic, ida east t; must 
license; salary first vea sith partr hip 4 
ill deta ning t 
first cor inication. I 4 ‘ AMA 

PUY SICIANG. WANTED—FOR CHICAGO AND SUR 

| roundir many full and part time op 
special ‘ write: Garlar M I ! 
25 East Washington Street, Chicag 

| 

| WANTED—THREE FPOUSE PHYSICIANS, JULY 
1958; salary 3600 in a tion ntenat I 
requis Penn ur 
ply Miss M \ 
tor, West: eland Hospital*+, Green irg, I t 
nia 

WANTED BOARD QUALIFIED ANESTILESIOLA) 
gist t lirect department. it 40 bed host ted 
on 8 n i plet 2 

l 1 nstru ! t 
f ght man. App \ I I } 
AMA. 

WANTED A PULL TIME STAFF PHYSICIAN FOR 
172 tern 1 culo 
Sala )to $S plu ntenar A\pI 
Owen nistrator, A in Legion Host Ii 
Creek higar 

FULL TIME TEACHING AND CLIN 
ica ADD t if 
availal ! I 
expansion in p nd i i 
5453. C, Y AMA 

PRECEPTORSHIP IN SURGERY VACANCY FOR A 

wh p i r 
passed | I Board 
bed 1 pita Addres Manag \ \ 
tion Hospita Phoet A na ( 

E FOR UNIVERSITY HOS 
pita Lou Kentu p ! n I 
and special stains; sala lepends on experiet 
stra Uunhecessa t ialif t na 
des i 456 “AMA 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 


ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 S. Broadway Street, Los Angeles 14, Cali- 
fornia. c 


ORTHOPEDIST 
vate practice 
prosperou 
lease; opport te e bu 
ownership. Box 5420 AMA 


WANTED--RBOARD ELIGIBLE: PRI 
associated wit tablished 


ENT 
growing Pac 
ated established specla 
tunity ! e building and lab 
Box 5421 ¢ AMA 


BOAR D 


WANTED 
fic northw pri 


AND INDI STRIAL 
rred; willing to wor 
saiary 
1intenance if ne 
pital, Chicago 


SUR 


enings if necess 


SINGLE 


HOSPITAL 


OHIO; 
residency pre “cists: 
ate qualifications ; 


THOROUGHLY Qt = IE PHYSICIAN 


for general practice and industrial ; 200 Republic 
suilding, Cleveland, Ohio. 
(Continued on page 80) 


78 1955 
MORNING 
- _A’Strasionic’ Release Product Dihydrocodeinone Resin—Phenyltoloxamine Resin 
«bing, daytime distracting, use . { 
‘Chan, Y. T. and Hays, The $ Stock bottlecf 1602. 
ences, August 1957; (2) Townsend, SUGGESTED DO: 
H., Jr., In Press; One tablet or teaspoon (Sec) 
ace a ogist, internist, pathologist; for major oil company; 
ei c with extensive foreign middle east operations; must be 
S. citizen anc graduate of accredited medical for 
2h) Ve schools; specialist should be Board Certified; candi- i tor 
dates under 40 years of age preferred; write outlining ng and lal story 
personal history and work experience. Box 5386 C, % 
AMA 
INTERNIST OR WELL QUALIFIED GENERAL 
practitioner; age 30-54; U.S. citizenship required: as va 
fy ghia staff physician for 209 bed pulmonary disease hospital; suite for lease; 
te salary $8990-$11,610, depending on qualifications; ex- oratory ownershi} 
reg tee ss cellent retirement plan; 30 days annual leave, sick leave 
yi and other benefits. Apply: Manager, Veterans Admin Le 
istration Hospital, Excelsior Springs, Missouri 34 prefe v; should 
EXCELLENT OPPORTUNITY FOR OPHTHALMOLO- portun ary. Dr. M.S 
gist; well established medical group; located in up- Maz lilinois 
egies cet ay state New York; is interested in adding an ophthal- 
es es cS mologist to its staff; group is a general service type 
group serving a population of approximately 50,000; 
centrally located in beautiful resort area, Box 5494 C, 
Fe Wana SOUTHERN CALIFORNIA COASTAL CITY — PRAC- AMA 
ticing internist, general practitioner; surgeon; for 
rapidly expanding established group of young men; 
near beaches, mountains and city; 5 open staff hos- 
pitals; geod housing, schools, colleges in area; $12,000 
to $20,000 first year; commensurate with ability, full 
partnership. Box 5505 % AMA 


QO, How many doctors participate 


in thee BLUE SHIELD program? 
120,000 ( )? 98,000( )? 5,000 ( 


HE CORRECT ANSWER: In areas 

served by Blue Shield Plans 
throughout the United States, 
there are approximately 120,000 
participating physicians. These 
doctors back Blue Shield Plans 
through their state or county 
medical societies. 

Why? Because doctors well 
know the problems that illness or 
injury can create for families of 
moderate means. Doctors them- 
selves help set up Blue Shield 
benefits, which provide real assist- 


ance in paying for hundreds of 
operations and many nonsurgical 
procedures, as well. 

With the guidance and coopera- 
tion of doctors like yourself, Blue 
Shield Plans operate in the public 
interest. Membership costs are 
kept low enough to be within the 
reach of practically every family. 
After covering administrative ex- 
penses and necessary reserves, all 
money taken in by Blue Shield 
Plans goes toward helping to pay 
for members’ doctor bills. 


As a Blue Shield participating 
physician, you are joining in a 
public service of which the entire 
medical profession may be proud. 


A PARTNERSHIP OF DOCTOR 
AND PATIENT 


@® Service marks registered by 
Blue Shield Medical Care Plane 


79 
octors’ Plan for Surgical-Medical Core 
| 
| 
@ 
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Continued from page 78) PEDIATRICIAN BOARD CERTIFIED OR ELIGIBLE | WANTED -FULL TIME PHYSICIAN FOR RAILWAY ; 
as associate with well established pediatrician; Michi nust eligible for lie ei . West Virginia 
gan; starting sali 000) per mont tox 5516 C, an Oi er age six. Addres ox 5357 C 
INTERNIST—CERTIFIED OR QUALIFIED FOR CER- | “4 n alary $1,000 ntl i x and und 
tification; military obligation fulfilled; under 35; asso- 
ciation with group; southern city of 150,000; starting WOMAN ASSOCIATE WANTED. IMME DIATE PART- | WANTED—BOARD ELIGIBLE OR ¢ CERTIF IED AN 
salary: participation in group if satisfactory. Box 5469 nership in we ablished obs vnecology prac Mist as a Direeton large 
C. %o AMA. tice, as Angel wed, I irea; anXxiou i ‘ t; department ‘ Tee 
to retire next yes 5 
HOUSE PHYSICIAN—-FOR NEW AIR-CONDITIONED; WANTED PEDIATRICIAN TO JOIN ANOTHER | GENERAL PRACTITIONER WANTED IMMEDIATI 
moder 400 bed general hospital; comfortable living active 8 man clinic in the southwes pening; a : ene pract ; 
ittractive personnel policies. Apply: Admin | Salat X mont Leading to a full partnersh ip. starting V { yearly; tnership lat 1 
Richmond Memorial Hospital, 1300 Westwood tox 5445 t t ibu AMA 
Avenue, Richmond, Virginia ( f 
OTOLARYNGOLOGIST — BOARD OR ELIGIBLE: PHYSICIAN WANTED FOR WEDNESDAY AND 
INTERNIST OR GENERAL PRACTITIONER—WITH | wanted by fully approved Eye, Ear and Throat Hos- weekend coverage of active general practice tl 
group or surgeon and general practitioner; south cen- pital + year; partnership after west Chicago suburb mx IC, % AMA 
" excellent one year Ox 
open —_ al facilith y . UROLOGIST -CERTIFIED; COMP ETE NT; group; salary first year: opportunity for early partner- 
5504 C, A. i ifled o " ship. Box 5468 C. % A 
der relocating with indivi 
NEEDED IMMEDIATELY--FOR ESTABLISHED IN- vantages in present location. Box 5396 ¢ 
dustriz actice; central California; man with surgical 
rms WANTED GENERAL PRACTITIONER TO JOLN INTERNS AND RESIDENTS WANTED 
depend alifications; full particulars first letter group in no ty th a nev 
Cat 5522 C, % AMA. and clini¢ ildimg to start leading t tne The * signifies a hospital approved for internships 
so roe ship. Box 5381 ¢ 1. and the + approved for residencies in specialties 
OTOLARYNGOLOGIST—BOARD CERTIFIED OR ELI- | young PHYSICIAN INTERESTED IN WORKING IN DY s Council on Medical Education and Hospitals 
gibie to practice in eight man group; industrial city of southern West Virginia: industrial and general practice; | Of the A. M.A. Consult Council’s approved list 
southern Wisconsin ; 4. ‘rome status after two West Virginia license required. Contact: J. H. Murry for types of internships and residencies approved 
years. Box 5520 C, AMA MD, Gary, West Virginia 
| FIRST YEAR PSYCHIATRIC RESIDENTS ARKAN 
- State i+, I ! Three yea ura 
Educ atic n, 
Arkansas 
SSIDENT IN PATHOLOGY; FIRST YF 
25 th increases eacl to $450; to 
approval in both patholo: inato 
before investing. be sure to 
see this ' ne EKG ins ument 
BECK-LEE 
Labor stories, MeLare 
pital, Flint, 
| RESIDENCY — AVAILABLE JULY |, 
1958; medical school affiliation; approved for four years 
in anatomic and clinical pathology: active teaching 
and research program; staff includes two full time 
pathologists certified in both anatomic and clinical 
pathology: excellent training in surgical and frozen 
section diagnosis; active necropsy service; active clinical 
laboratory service with modern equipment and advanced 
methods: stipend and maintenance. Apply: Dr. David ’ 
R. Meranze, Director of Laboratories, Albert Einstein 
Medical Center* +, Southern Division, Philadelphia 47, 
Pennsylvania. D 
PATHOLOGY RESIDENT WANTED 
ol y at the Vet 
When buying a major item of equipment, 
you can't afford to guess about the quality! 
Make sure of your investment by having 
a demonstration of the new Beck-Lee 5 
Ban é THREE YEAR APPROVED PSYCHIATRIC RESIDEN- 
ardt-a examine its quality — feature by cies; university teaching hospital* + ; integrated training 
feature —with other EKG instruments program; supervised psychotherapy seminars; lectures; 
S research opportunities; psychoanalytic; psychosomatic 
on the market . and you'll very likely social sciences approaches ; opportunity for advancéd ex- 
ade > perience in child psychiatry; psychoanalysis; stipends 
choose Cardt-all, made by the world’s $3350, $4000, $4650, $5825, $6000. Contact: Dr. George 
largest exclusive manufacturer C. Ham, Psychiatric Training and Research Center, 
North Carolina Memorial Hospital*+, Chapel Hill, 
of electrocardiographs North Carolina D 
VETERANS ADMINISTRATION HOSPITAL, CORAL 
FI i t t th Sel 


al? GIVES YOU 


ALL THESE PREFERRED ADVANTAGES 
DISTINGUISHED *® Full-Scale Performance 
APPEARANCE * Positive Clinical Accuracy Medical Servic terans 
A Cordi-all exclusive — * Simplicity of Operation oe 7 


handsome Blonde or Noturot 


RESIDENCY CLINICAL AND ANA 
Solid Mahogany Cabinet * Freedom from Maintenance Cares affiliated hospit 


approved; up 


* Lifetime Standardization Cell school of medical technology 


Realistically im 720 autopsies annual 
greed * 10-second Paper Loading wining; appo nti nts 1 
Light-weight Portability t rite of 
' Hospital*+, 280 
Oakland 11, California 


complete with 
accessories 


SEE THE DEMONSTRATED 


BECK-LEE CORPORATION 5-358 out and mail the coupon today! z ‘ 
630 W. Jackson Bivd. accres 
Chicago 6, U.S.A ! pit Apply ly t 
Please send full details on the new Cardi-all, and name tee, Hotel Dieu Hospital, 


ran ime 
‘anadian 
Joint 
diree 


of the nearest Cardi-all dealer 


community 
200,000; 30 man medical specialty group close 
ated; stipend $300 monthly plus hou 
630 W Jackson Blvd, Chicago 6, US A | pp! 


AVAILABLE JULY 1, 1958 —-TWO APPROVED ONI 

year medical residencies; ot vec 

Medical Schools; 200 bed hi al located in uppe 
midwest ¢ t trade if 


Lig 
| 
| 
| 
closely supe! 
and number ot 
ROTATING INTERNESHIPS AVAILABLE FOR TERM 
ending July 1959; 6200 pec month and 
maintenance; laundry, uniforms, ete 19 bed genera 
ces; approved f train 
Association and fu 
sion on Accreditation 
Kingston, Ontario. D 
Name 


No. 9 


eter 


Vol. 166, 


ORTHOPEDIC FI LLY APPROVED 
program at 5 t 


m Hospital 


RESIDENCIES IN PEDIATRIC PATHOLOGY 
ble Ju l 158 nd Janua 59; « 


IN GENERAL PRACTICE — SANTA 
General Hospital+ announces a new 

Souncil approved residency in generai practice 
a the two year level; hospital fully accredited and 
participating in approved intern and specialty training 
program. Apply: Medical Director, General Hospital, 
Santa Barbara, California. D 


RESIDENCY 
arbara County 
M 


APPROVED = THORACKH SURGICAL RESIDENCY 
ul t Medical ¢ e of Georgia Medical Cente 


ipproved pret tob 
MI Lief Th irgery, Medi 
ra i, August i 
SURGICAL RESIDENT—JULY, 1958; THIRD YEAR 
vacancy: approved 4 year program; 3rd year resident 
leading to 4th year: 500 bed GMS hospital; affiliated 
with University of Arkansas School of Medicine; salary 
$3,550 per annum: citizenship required. Address in 
quiries to: Director, Professional Services, Veterans 
Administration Hospital, Little Rock, Arkansas D 


ONT VAC ANCY 


JUNIOR ROTATING INTERNI 
exists fo lia ippointment; application veins 


hospital f 
St. Ma s Hospita 
Quebec, Canada 


RESIDENCIES AVAILABLE—INTERNAL MEDICINE; 
three year Board approval; affiliated with Johns Hop- 
kins and University of Maryland medical schools; 
radioisotope and research taboratories; citizenship re- 
quired. Contact: Direetor, Professional Services, Vet- 
erans Administration Hospital, Fort Howard, Mary- 
land D 


aL AR 


GENERAL SURGICAL RESIDENCY FOUR 


tial 
AMA 
ESIDEN( 


AL R 


in 


LY 


SURGI 


i residents t rect lical Ed 
ok Memo 1 Hospit tf t nnect 
THRE! 


VERSATILI 
eside ‘ney th 


YEAR 
rain 


seminars 
nity; appointme first 
ember first \ 1 Anest 
Medicine Was! 


PEDIATRIC RST AND SECOND 
vear appoin 


tency; 400° be 


RESIDENCY FI 
ts available 


hensive teachin 
Apply: Medica 
pital, Fresno, ¢ nia 
ANESTHESIOLOGY 
f Minnesota Hospita 
tration vit 


RESIDEN( IES—AT U 

nr eter I 

napita 

Bergen 

Minnesot 
D 


every 4 wee 
Director of Anestl ology University of 
Hospital, Minneapol Minnesota 


GENERAL RESIDENCY — $650 MONTHLY: HOSPI- 
tal+ accredited; training approved; 100 active beds: n 
tubercular: no geriatrics: must be United States Citizen. 
Write: Medical Director, Tulare County General Hos- 
pital, Tulare, California. D 

2ND-: SRD YEAR INTERN AS, MEDICINE 

lable ; a oard approval; 500 bed Ohio hos 

i community; graduates of 
250-400 mth stipend 


RESIDENCIES—GENERAL PRACTICE: JULY |, 1958: 
100 bed JCAH accredited general hospital: residential 
suburb of Detroit. Apply: Cottage Hos- 
pital, 159 Kercheval Avenue, Farms, 
Michigan. D 


Administrator, 
Grosse Pointe 


APPROVED 
year and for 
Jepartment of 
New 
D 


RESIDENTS IN RADIOLOGY—BOARD 
program; positions available in current 
July 1, 1958. For full particulars write: I 
Medical and Surgical Care, Charity Hospital* + 
Orleans, Louisiana 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
rics and gynecology: vacancy for first year resident 
beginning July 1, 1958; 518 bed general hospital* + 
Admialetrater, ‘The Toledo Hospital, Toledo, 

to. 


RESIDENCY 
approved 
Highland 
3, Michi- 
D 


GENERAL SURGERY 
and 2nd years; graduates of 
Director of Medical Education, 
Hospital*+, Highland Park 


APPROVED 
Vacancies Ist 
schools only 
Park General 
gan 


RADIOLOGY RESIDENCY—APPROVED THREE YEAR 
program; full time radiologists: beautiful quarters, 
stipend, ete; vacancy, July. Apply: A. Geffen, MD, 
Radiology Department. Beth Israel Hospital, 10 Nathan 
D. Periman Place, New York 3, New York. i) 


PATHOLOGY FELLOWSHIP—FOR RESIDENT WITH 
two or more years of pathology training; stipend $3,600 
per year plus room and board. Apply: F. L. Apperly, 
MD, Department of Pathology, Medical College of 
Virginia* +, Richmond, Virginia. D 


(Continued on page 86) 


she’s dealing 


give her 


DESOXYN 


HYDROCHLORIDE 


| ( Methamphetamine Hydrochloride, Abbott )} 


81 
THE SYMPATHOMIMETIC AMINES HAVE BEEN 


found of value, when administered under the supervision 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in this condition is 
the production of anorexia, which is felt to be due to the 
effect of the drug on the central nervous system, probably 
on the anterior lobes of the cerebrum. In addition to curbing 
the appetite, Desoxyn imparts a feeling of well-being and 
increases mental and physical activity in such a way as to 
relieve the feeling of frustration and boredom which is often 
the underlying factor in overeating. 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, milligram for milli- 
gram, is somewhat more potent than amp yhetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer 
Doses exceeding those recommended may produce side 
effects that counteract the benefits of stimulation. With 
ordinary doses, little or no significant pressor effect has 
been observed 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
physician in conjunction with the prescription of a general 
hygienic regime and a special diet. 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the, drug is desired, as adjunctive therapy in an obesity 
program, Desoxyn should be administered one-half to one 
hour before meals. In other instances the anoretic effect 
of the drug might not be desired; in these cases, Desoxyn 
should be administered with meals or immediately after 
meals 

Orally, the initial dose should be 2.5 to 5 mg 
times daily. Larger doses 
and should be arrived at cauti ously 
as long as the desired benefici 
no untoward effects 


, two to three 
may be required in some cases, 
They may be continued 
sults accrue and there are 
Indi mre pee doses in excess of 10 
mg. are likely to produce undesired cerebral stimulation 
Medication is not recommended after 4 p.m. or at night, 
because of the possibility that the drug may interfere with 
If the patient is unable to sleep at night, the afternoon 
dose may be omitted or the excessive stimulation counter- 
acted by the use of effective sedatives such as Nembutal." 


OTHER INDICATIONS: DEPRESSIVE STATES— 
Desoxyn Hydrochloride is indicated for oral administration 
in the treatment of narcolepsy and in mild depres- 
sion accompanying or aggravating prolonged con- 
valescence, old age, or the menopause. A feeling of well-be Ing 
and increased energy will generally be produced in the 
patient. This lessens nervous tension and may aid in secur- 
ing cooperation for more specific therapy 

Favorable results have also been reported following the 
use of d-desoxyephedrine hydrochloride as an adjunct to 
the treatment of postence phalitic Parkinson's syndrome, 
chronic alcoholism and generally in conditions for which 
amphetamine sulfate has been of benefit 

n major psychopathic depressions, as well as in mild 

pressive states, d-desoxyephedrine hydrochloride may 

ate management of the patient but will not affect the 

ing psychosis. The drug has not been of benefit in 
atment of myasthenia gravis. 


AINDICATIONS—DESOXYN HYDROCHLO- 
ablets and Elixir should be used with caution in 
with cardiovascular disease, thyroid disturbance, 
a, hypertension, or in persons of advanced age. The 
contraindicated also in neurotic or hyperexcitable 
or in those who have shown sensitivity to ephedrine 
drine-like substances. 


~DESOXYN PRODUCES EFFECTS SIMILAR 

produced by racemic amphetamine. Like the latter, 

kes the mood, increases the urge to work, imparts a 

se of increased efficiency and counteracts sleepiness and 

he feeling of fatigue in most persons. It does not produce 

he rather marked peripheral pressor effects of ephedrine, 
except in large doses. 


ONSET SWIFT—ONSET OF EFFECT WITH DESOXYN 
occurs in from 20 minutes to one hour. The duration of 
action of a single dose of 10 mg. orally varies from six to 12 
hours, though in exceptional cases effects may be noted for 
as long as 36 hours. Sleep is disturbed the night following a 
dose of 10 to 15 mg. at breakfast in some subjects. By 
dividing the dosage, insomnia may usually be avoided. The 
drinking of coffee increases the effect of the drug. Intensity 
of stimulative effect is somewhat greater in normal than in 
depressed or alcoholic persons. 


BLOOD PRESSURE, PULSE RATE AND RESPIRATORY 
rate usually are only slightly or temporarily affected, unless 
oral doses exceeding 10 to 15 mg. daily are taken. 


THE PARENTERAL ADMINISTRATION OF DESOXYN 
Hydrochloride is suggested for restoring and maintaining 
blood pressure during operative procedures, particularly 
during spinal or regional block anesthesia. Its use is sug- 
gested to combat acute hypotension during surgical opera- 
tions and for preoperative administration, ticularly be- 
fore spinal anesthesia, to patients who men ony hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
normal subjects may be induced to use it in excess for relief 
of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects. 
Withdrawal of the drug may thus be rendered imperative. 
Administration of Desoxyn should be under the constant 
supervision of a physician. 


cases of 


illness, 


603142 


ff LS M ne 
third of training s given at affiliated hospitals to | 
insure pediatric, traumatic and other special phases of 
thopedic surgery stipend begins at $2,850 a yea 
Contact: Lyman K. Richardson, MD, Veterans Ad 
ministration Hospit New Orleans, Louisiana D ‘ 
hildren’s 
H ! Board ap 
proved; 190 autopsie t ir; stipend depends upon 
expe ne beginning at $200 a month with mea 
not furnished. Apt George H. Fetterman, MD . 
Pathologist, Children’s Hospital, Pittsburgh 3, Penn 
nia D 
with 
laundry furnished ; | | 
iited Apply Executive Director 
830 Lacombe Avenue, Montrea 
D } 
| N 
A 
| 
“led 
specialties; research opportunities; private hospital* + 
affiliated with public teaching institution; very irge 
midwest 8 tizenship; beginning salary $275; 
pa uly Ist, 1958. Box 5531 D, j 
1 8; APPROVED 
2 training in preparation I ZA 
tipend $63 per 
for mat ; 
cation 
Seattle 
= 
} 
| 
\ 


More than half a billion injections attest tothe clinical effectiveness 


of Xylocaine for local anesthesia. Its clinical safety, speed of action, 
its depth and long duration, and relative freedom from sensitivity 
reactions are reported in more than 300 published references. 
Because of increasing interest by the medical profession in the 
versatility of Xylocaine for routine office anesthesia and surgical 


procedures, Astrahasreserved spacein The Journal ofthe American 


Medical Association to tell you the many ways that this fast-acting, 


> 


effective local anesthetic is being used. 


Slide #168 of a series... 


Next issue — 
: Local Infiltration Anesthesia 


;CESTER 6, MASS. 


OW 
— 
: 
> 
| 


THE MORE YOU EXPECT 


OF A LOCAL ANESTHETIC 
THE MORE YOU WILL DEPEND 
ON XYLOCAINE 


° 
> 
iin 
why * is gaid: wT hey cewror® yhe pook for 


> 
Stops vert 
“Congratulations, Doctor, the operation did such wonders 
SE Op “5 VY e Y L [20 for my wife’s hearing that she gave up her singing.” 


stops vertigo 
stops vertigo 


and a glance at the formula shows two 
reasons why 


each ANTIVERT tablet contains: 


Meclizine (12.5 mg.) 


to ease vestibular distention 


icotinic Acid (50 mg.) 
or prompt vasodilation 

Dosage: one tablet before each meal. In bottles 
of 100 blue-and-white scored tablets. Prescrip- 
tion only. 
ANTIVERT in geriatrics 
Vertigo is a leading complaint among the aged. 
Help your elderly vertiginous patients with 
ANTIVERT. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


“At $5 a visit I've still got a few words left to say!” 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 
tid. Syrup~—3-6 years, one tsp. 
t.id.; over 6 years, two tsp. t.i.d. 
for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 
for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 


Supplied: Tablets, botties of 100. Syrup, 
pint botties. Parenteral Solution, 10 cc. 
multiple-dose vials. 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.”* 


. . . ATARAX is well tolerated 


Yet even in the aged, ATARAX has given “‘no evidence of toxicity. . .. Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.”* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.”* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. . . does not impair psychic function and has a minimum of side effects. 


... It appears that ATARAX is a [well-tolerated] drug. . . .”* 


These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


ATARAX 


(BRAND OF HYDROXYZINE) 


Medical Director 


*Documentation on request 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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BURDICK UT-1 
ULTRASONIC UNIT 


Clinical reports, both here and 
abroad, have been in agreement on 
the value of ultrasound in the fol- 
lowing conditions: 


Traumatic Injuries 
Osteoarthritis 
Periarthritis 
Fibrositis 

Painful Neuvroma 
Rheumatoid Arthritis 
Bursitis 

Radiculitis 

Scars 


A compilation of detailed clinical 
reports and ultrasound technics is 
available upon request from the 
Burdick Corporation. 


The Burdick UT-1 Ultrasonic ther- 
apy unit is a tested result of pio- 
neering in this field. It features a 
coupling signal that warns when 
contact is inadequate for effective 
treatment. The right-angled appli- 
cator and flexible cable add ease to 
operation. Burdick also has a small- 
er, portable machine-—the UT-4. We 
will be happy to demonstrate both r 
machines to you at your convenience. i 


ULTRASOUND, 


The UT-1 and UT-4 are sold through 296 
qualified medical supply houses throughout 


he United States. Over 1,500 Burdick sales 
epresentatives are backed by complete serv- 
ce facilities for all Burdick equipment. 


(Continued from page 81) 


4 YEAR 
rapidly 
schools 


BOARD 
enlarging 
only. An- 


SURGERY RESIDENCY 
approval; 500 bed Ohio hospital* + ; 
community; graduates of approved 
Sox 55 MA 


GENERAL 


swe! 9526 D, 
ASSISTANT RESIDENCY IN 
also rotating internships. Reply: 

Hospital+, 621 Water Street. 
Oregon 3-0200 I 


RESIDENCY AND 
ternal medicine ; 
perintendent, Gouverneur 
New York 2, New York, 


WANTED—BOARD CERTIFIED PEDIATRICIAN FOR 
full time ale practice in eastern Kentucky; $18,000 
to start. Box 5532 D, % AMA. 


RESIDENCY 
four year 
enlarging 


500 BED 
training 
5527 D, 


PATHOLOGY 
Ohio hospital* + ; 
program; raoidly 

MA 


AVAILABLE IN 
approved 
community 30x 


RESIDENT IN OTOLARYNGOLOGY — JULY 
approved. Write: Administrator, Los Angeles 
Ear Hospital+, Inc., Los Angeles 17, California. 


RESIDENCIES AND HEMATOLOGY 
Baylor University Hospitals* Dallas, 
Texas; approved 4 years PA and CP under 5 certified 
pathologists and several Ph.D.'s; opportunity for re- 
search and advanced degrees; 15,115 surgicals; 320 
autopsies; $2,140 to $3,900 plus. Write: Dr. J. M. Hill 
for brochure D 


PATHOLOGY 
fellowships in 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: CHICAGO + NEW YORK 


Regional Representatives: 
ATLANTA * CLEVELAND + LOS ANGELES 


RESIDENCIES--INDIANA 
‘nter; are now available; fully 
years of psychiatric training in a modern 
ly diversified training and ex 

bed psychiatric treatment 
hospital; with rotating services through adjacent campus 
facilities; including 500 bed Veterans Administration 
Hospital; active university child guidance clinic and a 
university psychiatri¢ outpatient clinic; ample oppor 
tunities for training and consultative services in a vari 
ety of university clinics and in three other university 
hospitals; including a children’s hospital; broadly 
oriented university training program with close personal 
supervision of psychotherapy in clinics and hospitals; 
impressive interdepartmental opportunities for active 
clinical and allied basic research in a new psychiatric 

arch institute and for teaching and supervisory ex- 
perience in the medical school and its affiliated train- 
ing programs in the social sciences; stipend for first year, 
$4,800; increasing proportionately to third year, $6,000; 
eligibility for state licensure required for appointment. 
Write: John IL. Nurnberger, MD, Department of Psychia- 
try, Indiana University Medical Center, Indianapolis, 
Indiana. 


RESIDENCY IN INTERNAL MEDICINE 

| 250 bed general hospital+* in San Francisco; 
year approval; la outpatient department and clinic 
service; stipend $ per month first year; plus main- 
tenance. Contact: Educational Committee, § ‘ 
Hospital, 1580 Valencia Street, San Francisco, 
ifornia 


UNIVER- 
approved 
2,500 


PSYCHIATRIC 
sity Medical C 
for three 
bed medical center; 
perience provided in a 


APPROVED 


| MEDIC 
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POSITIONS AVAILABLE: DEAN'S 
Hospital+ Staff with faculty ap 
Pittsburgh Medical School; 


RESIDENCIES — 
Committee Veterans 
pointments at University of 
1050 beds in two units; fully approved 
general surgery (5 years); medicine (3 
gology (3 years); ophthalmology ; urology 
years); radiology (2 years); pathologic Anatomy 

years); clinical pathology (4 years); excellent 

tunity experimental pathology; and PM&R : 
affiliated programs in Plastic surgery; orthopedics; 
neurosurge! anesthesia and allergy; applicants must 
be citizens and graduates of Class A Medical school 

Stipends $2840 to $4500 per annum. Apply: to Direc 

Professional Services, VA Hospital, University 

Pittsburgh 40, Pennsylvania 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital; well organized teaching 
program; affiliated with Washington University School 
of Medicine, all types of psychiatric experience repre- 
sented; including supervised synamically oriented psy- 
chotherapy; psychosomatic medicine; child guidance; 
etc; approved training in psychoanalysis available local- 
ly; full time director of training is a member of the 
American Psychoanalytic Association; attractive career 

citizenship required. Write 

Bernard A. Cruvant, Veterans Administration 
915 North Grand Avenue, St. Louis 6, ~ 


residency program available; 
o: Dr. 
Hospital, 


RESIDENCIES AVAILABLE—APPROVED 
cies in medicine, sur gery, pediatri obstetri 


cs 
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in-patients; 
emergency room visi 
0: t 


appr 
p 
and 
des: 
tals, 


North ¢ 


eaching 
fundamenta 


Winston-Salem 

RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA.- 
try+; approved three year program; balanced clinical 
and didactic training including psychotherapy and so- 
matic therapies, outpatient and child psychiatry; at 
VA, State and Menninger Hospitals; affiliated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board eligibility availabie at staff salaries. Write: Reg- 
istrar, Menninger School of Psychiatry+, Topeka, = 
sas. 


VETERANS ADMINISTRATION HOSPITAL, ANN AR 
bor, Michigan, al me il and surgical hc tal; 
le 


ar 


ac 
iinar 
approved 


credited three year, well 
program; opportunity 
new children s residential 
must be an American c¢ 
MD, Manager, Veterans 
Arbor, Michiz 


Vr 
Administratic 


RESIDEN( IES 
Ist 


NSHIP 
2nd 


APPROVED AND INTER 
available July ! t 
year le 4 
3 year ybste \ 
at hology; beginning st 
ras; ¢ mprehe t 
ps 
uates of A. M 
Medical Educatic 
town 4, Ohio 


500 
ean's ¢ 

on 95 

with 


PSYC HIATRIC BED 


m 


APPROVED ESIDENCY 
ho i + al ¢ ' D 


Uni 


Veterans 

820 So. Damen Ave 

PSYCHL. ATR IC RESIDENCY VACANCIES; APPROVE 
esl in conjunction with Northwester 

extensive training progre 

vocational counseling, social 

; Salary ranges from $2,840 to 

residents $5,915 to $10,065; 

i tance Chicago; citizenship re 

Manager, V rans Administration Hos- 

North Chicago, Illinois dD 


pital, Downey 


NEUROLOGY RESIDENCY—TWO YEAR BOARD AP 
proved training program in 4 712 bed GM&S hospital 
located in the San Francisco Bay area on with 
other teaching hu — als and two medical ; salary 
$2,840 and A with annual in career 
residencies from $6,000 to $9,000 P/A depending on 
qualifications further information w i 7) 
Professional Services, Veterans Administrati 

Oakland, California 


AL RESIDENCY 
program with 
bed municipal charity hospital; ac 

gram; stipend $200 and full 

married and maintaining home outside; progressive 
nual salary increases; citizenship required. Apply 
Burns, MD, Commissioner of Hospitals, Kansas City 
General Hospital No. 1, Kansas City, Missouri D 


APP ROVED THREE YE AR 
4 


training wide clinic ul 


APPROVED RESIDENCY TRAINING—OBSTETRICS- 
ynecology; pediatrics; medicine at Bernalillo County- 
ndian Hospital*, Albuquerque, New Mexico, beginning 

, 1958; stipends first year $4,200; third year 
; hospital is approved for 12 rotating internships: 
applicants should be graduates of medical schools ap- 
proved by the AMA. For further information, write: 
Murray A. Hintz, Administrator. D 


RESIDENCY 
county hospital 
within 2 
teac staff 
physiciar 


ROTATING; 
in community offering pleasant 
drive a Franc 
includes 3 1 or 
adequate 208 
able; ad litional July Contact : 
tor, Stanislaus Co nty Hospital, 830 
Modesto, California 


400 BED ACCREDITED 
living 
of isco 

tions now 
Medical 
Scenic 


Diree- 
Drive, 
b 


"APPROVED RESIDENCIES—IN MEDICINE, PSYCHI- 


three | 


pulmonary diseases, neurology and pathology; 
available July |, 1958: 684 bed county hospital + near 
New York City; exceptional educational opportunity; 
only applicants who have completed one year approved 
i i be considered; $200 monthly 

maintenance; ply: Superintendent, 
ergen Pines County Hospital, Paramus, N.J. D 


atry, 


(Continued on page 90) 


jae 

iy 

& 

ESTED AND 

| 

' FOUND BENEFICIAL 

e 

| for 16 interns; total 
| ava ary $300. Write 

f 

H 
Bigs 
Terit 
need didactic an | 
| perience in an 
| hiatric treatment center; 

dD 

XN 
Psychia and Neu uy Se | 
2 versity of Illinois, Loyola University, Chicago 

School, Institute Juvenile Research, Count 

‘ 

q 

| 

| 

| 

1958; 

D 

; ae 
PRL 
id 


Vol. 166, No. 9 


HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 


PARENTS 


ALL 


for stress-induced 


CALLING ALL PARENTS 
A delightful | klet where babie 
through pictures and caption 


in 
25 cents 


WHAT DOES YOUR BABY 

PUT IN HIS MOUTH? 

Tells how to prevent accident r IOKING 4 

and what to do if they happen. b hevalie ie f 

and nevalie Jacksor 24 pages, antacid adsorbent 


5 cents 


BAD HABITS IN GOOD BABIES t F ; 
Including sleep disturbances, eating problems : fast, lasting relief 
stubbornness, bladder control. by H. M. Jahr, j 
16 pages, 20 cents 


no acid rebound 
THUMBSUCKING 


Tells when and why bies suck their thumbs nonconstipating 


and what to do about it. by Margaret B 
Kerrick, 4 pages, 10 cents 


contains no laxative 
AMERICAN 
MEDICAL 
ASSOCIATION 
Magnesium trisilicate (U.S.P.) 7% gr. 
535 N. Dearborn Street, Chicago 10, Illinois 


WARNER -CHILCOTT 
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Choledy!, 400 mg. q.i.d., relieved associated bronchospasm 


In Emphysema, Choledy] 
Helps Normalize Breathing 


After two weeks on Choledyl, the geriatric patient registered this 
improvement: wheezing and dyspnea practically disappeared . . . coughing 
cleared up . . . breathing became almost effortless. Choledyl, 

the easily absorbed theophylline salt of choline, by producing therapeutically 
effective theophylline blood levels, relieves bronchospasm, prevents acute 
asthmatic attacks, stimulates the respiratory center, aids in 

reducing interstitial edema. And does this with virtually no gastric irritation! 


Nepera Laboratories, Morris Plains, N. J. 


CHOLEDYL 


Brand of Oxtriphylline 


to prevent the crisis episode in emphysema 


( 
teh 


SUPPLIED: Cherry flavor—300,000 units per 5-cc. teaspoonful, bottles of 2 fil. oz. 


Custard flavor —150,000 units per 5-cc. teaspoonful, bottles of 2 fi. oz. 


STABLE! READY TO USE! 


BICIL LIN 

SUSPENSION > 
| 
Benzathine Penicillin G (Dibenzylethyienediamine Dipenicillin G) 


Penicillin with a surety factor Philadelphia 1, Pa. 


> 
i 
* 
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j ( 
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APPROVED ROTATING INTERNSHIPS—ONE YEAR 
Internship July 1, 1958; 684 bed county hospital* + 
near New York City: exceptional educational opportu- 
nity; only applicants of approved medical schools will be 
considered; stipend $100 monthly plus complete main- 
tenance. Apply: Bergen Pines County Hospital, Para- 
mus, New Jersey D 


WANTED 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


p e S e nl eX: fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
SOLUTION continuing prophylaxis 


NIGHT and DAY treatment 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. 


DURING THE DAY — Desenex Powder (zincundecate) — 11% oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 


PD-71 


(Continued from page 86) PATHOLOGY KESIDENCIES—2 VACANCIES; 600 BED 
teaching hospital*+; university affiliated; 4 year ap 
proval clinic and anatomical pathology; leading to MS 
deg ; three diplomate pathologists and two consult 
ants; salary 2,500 to $3,400; room, board and duty 
laundry. Creighton Memorial St. Joseph Hospital, 
Omaha, Nebraska D 


RESIDENCIES--INTERNAL MEDICINE; ACTIVE 300 
bed general hospital*+; approved 3 year residency pro- 
gram; full time Board specialists teaching; salaries 
range from $315 to $415; depending upon year of train- 
i and family status; eligible ee licensure. 

of Education, Kaiser Foundation 

al, MacArthur Blvd., Oakland 11, Cal- ANESTHESIOLOGY RESIDENCIES APPLICATIONS 

ifornia D now being accepted for 2 first year and one second year 
appointment for July, 1958; graduates of approved 

HOUSE OFFICER INTERNAL MEDICINE; AVAIL- United States medical schools only. Write: J. Gerard 
able July 1, 1958; in a 650 bed hospital for long term Converse, MD, University of Miami School of ¥ 
illness; affiliated with the University of Cincinnati cine at Jackson Memorial Hospital*+, Miami 36, 
College of Medicine; positions available are for one Floridg D 
chief Feaident and three assistant residents; salary 
from $400 to $500 ‘r month, and full maintenance. 
Wilts ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
Memorial Hospital, Cincinnati 16, Ohio. D year active teaching program with unusually wide clin- 

ical experience; opportunities for clinical, teaching and 

PATHOLOGY—4 YEAR APPROVED RESIDENCIES IN research appointments in hospital*+ and medical col- 
pathologic anatomy and clinical pathology; approxi- lege after completion of training. Write: C. M. Land- 
mately 12,000 surgicals, 600 autopsies and 600 frozen messer, MD, Director of Anesthesiology, Albany Medi- 
sections performed per year; staff includes 4 patholo- cal Center, Albany, New York. D 
gists, VPh.D., biochemist, Ph.D.;  bacteriologist 


bed gene 
munity 
full 


Obispo Genera Ho 


ROTATING INTERNSHIP AP: Pr D 250 BED 
i vith t 


pital, 1580 Valk ne 


PHYSIC AL MEDICINE AND R RESI 


Veterans Adm istration Hospital 


WANTED -RESIDENTS IN PULMONARY DISEASES 
for July 1, 1958 in a 600 bed hospital+ in the Oza 
fully certified; ¢ l tacilit ; research a t 


Medical 
non, Mis 


APPROVED RESIDENCIES IN SURG ERY 
nternal medicine; orthoped veh path 
affiliated with University « 
can ies 7-1-58S. Apply: Directo 
Veterans Administration Hospita 
tucky 


GENERAL Sl RG ERY R NCY-—-FIRST AND 
itions lat Ju ‘pp ed 


h mit *4 


Pennsylvania 


PATHOLOGY RESIDENT WANTED--FOR JULY 
1958; Hospital*+ appre ir yea 
active 1, patholog and 
tholowy service resea i late 
pital o Direct of L abo 
Hospital, ‘toledo 6, Ohio 


ACCEPTING APPLIt ATIONS iRA TES 
American Medica t i 2nd yea evels ir 
Superintendent, 


Ohio 


NCY 
58; is offe 


GE NERAL PRACTICE RESIDENCY FULLY AP 
2 year progran ol rice of pro 


Appointme nts no 
Chatrman, Intern ¢ 
Hospital, t. Paul, Minnesota 


RESIDENCIES PSYCHIATRY; 1500 BED G NERAL 
; three vear ro iff 1 Tay 


+550, | 
Veterans Administratio ital, ol mn, Texas “D 


SURGICAL RESIDENCY APPROVED 250 BED GEN 
eral hospital*+ in San Francisco; three y ] 
large yutpatient department and clinic se 
per month first ve: is mMaintenan 
Educational Committee, Luke's Hosp 
Valencia Street, San Francisco, California 


NON-AD ROVED RESIDENCY AN AILABLE IN MED 
‘ t 10 ene hospits 


selmont ohununit 
rose Street, Chicago 41, Illinois 


RADIOLOGY RESIDENCY APPROVED THREE 
years complete program including ra 
cobalt teletherapy, cardiovascular unit affilis ~ 
certified radiologists. 2 A. Melamed MD Director, 
Deaconess Hospital*+, 620 North 19th, Milwaukee, 
Wisconsin dD 


PATHOLOGY RESIDENCIES—ONE IMMEDIATE: ONE 
July Ist; 600 bed general hospital*+; approved for 4 
year program; modery well equipped laboratory; an 
unusual opportunity to ye pee research and pathology 
training. Apply: E. M. Knights, J: MD., Director of 
Pathology, Hurley Hospital, Flint, Michigan D 


| WANTED—ON OR BEFORE JULY |, (958; 3 RESI- 


dents for residency in pediatrics on very active service: 
95 per cent staff cases; salary $315 to $375 per month; 
— citizenship required. Apply to: Box 5437 D, 
o AM 


APPROVED THREE YEAR UROLOGICAL RESIDENCY 
Assistant residency available July , 1958; 404 bed 
hospital; beginning salary $105 plus maintenance; Ap 
ply: Superintendent, Lincoln Hospital, 320 Concord 
Avenue, Bronx 54, New York D 


NEUROLOGICAL FELLOWSHIP AVAILABLE NOW 
stipend $3,800 per year plus additional stipends for 
dependents. Apply to: Harold A. Ladwig, MD, De 
partment of Neurology and Psychiatry, Creighton Uni 
versity School of Medicine*+, Omaha, Nebraska ) 


part-time ne uropathologist and hematologist. Addre 
communications tc: Dr. Herbert Fanger, Rhode lend SEC 
D year level; starting July 1, 1958 in medical college hos- 


Hospital*+, Providence 2, Rhode Island. - 
pitals; second year stipend, $4,000; third year $5,000; 
AVAILABLE IMMEDIATELY APPROVED RESI- program has three year approval; indicate training in 
deney for Board Certification in pathological anatomy diagnosis, therapy and pathology. Apply: R. Wight, 
and clinical pathology at a university hospita'* + and MD, Chairman, Department of Radiology, Medical 
medical school, Send replies to tox 5488 D, % AMA College of Georgia Aucusta, Georgia Dd 


APPROVED GENERAL PRACTICE RESIDENCIES 
Openings; four first year residents, two second year 
residents; start or July; $250 and $300 monthly 
full maintenance. £ lv: Medical Director, Macon 
Hospital* +, Macon, Georgia D 


(Continued on page 94 
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NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


nonhormonal - anti-inflammatory - anti-arthritic 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


3 - 4 
&£ 
= 
| 
| 
t 


not an amphetamine, but an oxazine 


specifically for weight reduction 


(brand of phenmetrazine hydrochloride) i | | 
| 
af 


chronic cardiac disease or diabetes." 
(1) Barnes, R. H.: & Program of Therapeutic Supports in Obesity, maaan 


berg, S.: Am. J. Digest. Dis. 1:155, 1986. (4) Holt, J. 0. I: Dallas’ M. J. 48:407, 1986. 87: 
(Sept. 14) 1957, 


PRELUDIN® (brand of phenmetrazine 
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Willie, the Worrier 


Nothing is too trivial for him to worry 


about. His mind is constantly on a tread- 
mill, mulling over money, people, and 
calamities that never happen. To relax the 
feverish activity of worrisome minds like 
Willie’s, BUTISOL SODIUM offers the 


gentle type of ‘‘daytime sedation’’ needed. 


BUTISOL SODIUM’ | 


BUTABARBITAL SODIUM 


| McNEIL | 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. (% gr.), 30 mg. (2 gr.), 50 
mg. (% gr.), 100 mg. (12 gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, 30 mg. (4 gr.) per S cc. 


CAPSULES, 100 mg. 
(1% gr.) 


4 
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Make your hotel reservations uow for 
the pemerican Medical Abssociatious 
107th pbuuual Meeting ca 


\ HOUSING BUREAU has been organized for the American Medical 
\ssociation in San Francisco. Since all requests for rooms are han- 
dled in chronological order. it is recommended that you send in your 
application as quickly as possible. 


ALL REQUESTS SHOULD BE ACCOMPANIED by a DEPOSIT 
CHECK for $10.00 per room made out to the AMA HOUSING 
BUREAU. Due to the existing crowded conditions, hotels cancel 
unclaimed reservations by 4:00 p.m. Therefore, a deposit is requested 
to ensure that your reservations will be held on your arrival date— 
whatever the hour. Your deposit will be credited to your account. 


PLEASE DO NOT SEND CASH. 


CANCELLATIONS: Cancellations must be received 15 days prior to 
the meeting for refunds of your deposit to be made by the hotel. If 
sufficient time is not allowed for the hotel to reassign space, all of 
the deposit is forfeited 


All reservations should be cleared through the AMA Housing Bureau 
All requests must give definite date and approximate hour of arrival 
and names and addresses of all persons who will occupy rooms re 
quested. 


ALL RESERVATIONS WILL BE CONFIRMED IF REQUEST IS 
RECEIVED NOT LATER THAN JUNE 8. 


IMPORTANT 


Due to complexities of a number of pre-A. M. A. Meetings in San 
Francisco, date of departure cannot be changed after reservations 
have been confirmed by the hotel. Physicians may reserve 
through a prior meeting and retain them through the A. M. A. meeting. 
June 23 to 27, if they so specify. If departure at close of prior meeting 
is indicated, guests are expected to release their rooms to physicians 
coming in for the A. M. A. Meeting only—June 23 to 27. 


rooms 


MAIL TO: 

AMA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


First Choice Hotel 


Second Choice Hotel 


Third Choice Hotel 


Arrival__ 


at 


Please ar- 
another. ) 


(Note: 
range 


are very scarce. 
twin-bedroom 


Single rooms 
to share a 


Single Room 


Double Bedroom 


Twin Bedroom 


Parlor, bedroom suite 


A. M. 


Departure 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


ADDRESSES: 


Check for $ 
envelope. 


MAIL COUPON TO: 
(Signed) 


Address 


payable to AMA HOUSING BUREAU is enclosed. Please enclose a self-addressed, stamped 


(Please print or type) 


City. 


BY 
4 
ch. 
4 
ge 
"dy 


TON |. 
| 
av 


“SACRAMENTO | 
| 
CALIFORNIA 
j 


+ 
PINE 


A 


—+ + 


SUTTER 


GEARY 


TO FARRELL 


San Francisco in June 1958 will be the medical capital of the world. Visitors from every country will be attending the A.M.A. 
Meeting. It will provide you a fruitful source of new information on the advances of scientific medicine. 
Plan now for your attendance at this outstanding meeting. You will find a broad variety of subjects covered .. . and there will 
be ample opportunity for discussion of your problems with demonstrators in the scientific and technical exhibits. 
All hotel reservations should be cleared through the A.M.A. Subcommittee on Hotels before June 8th... by taking a few moments 
now. you will assure yourself of a hotel reservation. 
ZONE HOTEL SINGLE DOUBLES & TWINS SUITES ZONE HOTEL SINGLE DOUBLES & TWINS SUITES 
E ALEXANDER J PICKWICK $ 4.00- 5.00 $ 5.50- 8.50 
HAMILTON $ 7.00-12.50 $ 9.00-16.00 $15.00-30.00 I POWELL 5.00 7.00- 8.00 
| ARLINGTON 3.00- 5.00 4.00- 7.00 A RICHELIEU 4.50 5.00- 9.00 $15.00 
H BELLEVUE 7.00- 9.00 9.00-12.00 18.00-25.00 F ROOSEVELT 5.00- 6.00 6.00- 8.00 15.00 
H BERESFORD 6.00- 8.00 8.00-10.00 E SAN CARLOS 4.00 
M BEVERLY PLAZA 6.00- 8.00 8.00-11.50 16.00-18.00 L ST. FRANCIS 10.00-22.00 12.00-24.00 26.00-45.00 
H BILTMORE 6.00 7.00- 8.00 l ST. MORITZ 7.00- 8.00 
F CADILLAC 6.00 F SHAW 5.00 6.00- 8.00 
1 CALIFORNIAN 6.50- 8.50 8.50-12.00 19.00-21.00 I SHAWMUT 3.00- 3.50 4.00- 5.50 
H CANTERBURY 8.00-10.50 9.50-14.00 25.00-35.00 N SHERATON (Headquarters hotel—no singles available) 
B CARAVAN PALACE 9.00-15.00 13.00-18.00 24.00-50.00 
LODGE 16.00-20.00 SIR FRANCIS 
L CARTWRIGHT 6.50 7.50- 8.50 DRAKE 10.00-14.50 12.00-20.00 30.00-40.00 
H CECIL 6.00- 7. 8.00-10.00 SOMERTON 4.00 5.50- 7.00 
L CHANCELLOR 6.50 8.50- 9.50 SPAULDING 5.00 6.00- 7.00 
K COLONIAL 8.00 12.00-15.00 20.00-25.00 STEWART 5.00- 8.00 7.00-17.00 20.00-25.00 
H COMMODORE 6.00-12. 8.00-16.00 20.00-25.00 STRATFORD 4.50 5.00- 8.00 
L CORDOVA 5.00 7.00- 9.00 SUTTER 4.00- 7.00 6.00- 10.00 15.00 
H COURT 3.50 4.00- 5.00 TERMINAL 2.50 5.00- 6.00 
L CRANE 4.00- 5. 5.00- 7.00 TRAVELERS 3.50- 4.00 4.00- 6.00 
1 CREST 4.00- 6. 5.00- 9.00 VILLA-SAN 
L DEVONSHIRE 5.00- 6. 6.00-10.00 MATEO 8.00-16.00 11.00-16.00 
| DON 6.00- 7.50 WHITCOMB 8.00-14.00 18.00-30.00 
L DRAKE- YMCA 2.00- 4.00 3.60- 8.50 
WILTSHIRE 7.00- 8.00-10.00 YORK 4.00- 6.00 4.50- 8.50 15.00 
H EL CORTEZ 5.00- 6.50-10.00 
B EMBASSY 4.50 5.50- 7.L9 MOTELS SINGLE DOUBLES & TWINS SUITES 
B 4.00- 5. 5.00- 6.00 AUDITORIUM 
\ K FAIRMONT TRAVELODGE $ 6.50- 8.50 $ 8.50 $12.50 


(Women’s Aux- BEL-AIRE 10.00 

iliary Head- CARAVAN LODGE 15.00 
quarters) 16.00-23.00 33.00-49.00 CORONET 12.00 14.00 
FIELDING - 8. 7.00-12.00 20.00 DOYLE-— 

FRANCISCAN 3 9.00-12.00 20.00 1555 Union Street 12.00 14.00 16.00 
GATES 4.00- 5.00 DOYLE— 

GAYLORD - 8. 7.50-10.50 18.00-22.00 1450 Lombard St. 12.00 14.00 16.00 
GOLDEN STATE ‘ 6.50- 8.50 DOYLE CIVIC CENTER 12.00 14.00 16.00 
HERALD - 4, 5.00- 8.00 HOLIDAY LODGE 18.00 
HERBERT - 4.00- 7.00 HOLLAND 10.00 16.00 
HUNTINGTON 11.00-18.00 25.00-40.00 LOMBARD PLAZA 10.00 12.00 
KING GEORGE é 8.00-10.00 MARINA 7.00 12.50 
LAFAYETTE 5.00- 6.00 MARKET ST. 

LANKERSHIM . 4.50- 6.50 9.00-11.00 TRAVELODGE 9.00 14.00 
LA SALLE - 6. 5.00- 8.00 10.00-14.00 MART 14.00 16.00 20.00-25.00 
LOMBARD - 5, 5.00- 9.00 OCEAN PARK 6.00- 8.00 

MANX - 8. 8.00-11.00 15.00-20.00 PLANTATION INN 12.00 14.00 24.00 
MARK HOPKINS 17.00-21.00 28.00-45.00 RANCHO LOMBARD 14.00-20.00 

NEW ALDEN ’ 5.50- 7.50 SEA CAPTAIN 10.00 18.00 
NEW DALT 5.00- 5.50 TRAVELODGE— 

OLYMPIC .0O- 8. 7.00-10.50 16.00-20.00 FISHERMAN’S 

OXFORD ‘ 8.00- 9.00 WHARF 9.00 10.00 
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KIDs Love 


“WORMS HATE £m 


No special diets °« 


No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
lose a day for just one week is required; for roundworm, a single dose. 


Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
f spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50% —of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.’ 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.® 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. .. 
Children 31-60 Ibs. 
Children 61 Ibs. 

and over... 
To be sucked 


1 Wafer 
. 2 Wafers 
4 Wafers 


or chewed before 
breakfast for 7 consecutive days. 


One Day Dosage 
for Roundworm 
Children 20-30 Ibs. 
Children 31-40 Ibs. 
Children over 40 Ibs. 

and adults 7 Wafers 
To be taken at one time on one 
day only. 


. 3 Wafers 
. . 4 Wafers 


Piperazate Wafers 


Supplied: 1. 
In packages New York, Macmillan, 


of 28 Wafers 


(Continued from page 90) 


ORTHOPEDIC: RESIDENCY AVAILABLE JULY 1, 
58 tjourd approved three year program; 500 bed 
25 surgical procedures orthopedic ; 


Ohio’ hospital; 


Graduates of approved schools only tox D, 
% AMA 
SENIOR RESIDENT--IN 3 YEAR APPROVED PRO- 
xram; adequate number service patients for operative 
experience; also vacaney for first vear resident in same 
program City Memorial Hospital, 


Winston-Salem, 
North Carolina. 


GENERAL ROTATING RESIDENCY AVAILABLE IM- 
mediately 116 bed 20) bassinet general hospital, ap 


Accreditation of Os 
St. Francis Hospital, 
D 


Joint Commission on 
$400 month. Apply: 
Delaware 


proved by 
pital; salary 
Wilmington, 


EXCELLENT 
general hospital; Phil 
plus full maintenance ; 
ply: Delaware County 
Vania. 


ROTATING RESIDENCY IN 126 BED 
lelphia suburbs; $300 per month 

Ap- 
Pennsy! 
D 


no exchange visitor number 
Hospital, Drexel Hill, 


LOCUM TENENS WANTED 


DESIRE LOCUM TENENS FOR MAY AND JUNE; 
general practice; will furnish car, home and pay $1,000 
per month. Write: A. H. Gould, MD, 1055 North 12th 

Grand Junction, Colorado G 


Street, 


Goodman, L., and Gilman, 
1955, p. 
161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


piperazine phosphate, Leeming, 500 mg. 


Pharmacological Basis of Therapeutics, 
3153. 2. M.A. 


Brown, et al.: J.A.M. 


TRADEMARK 


E Co4ze 155 East 44th Street, New York 17, N. Y. 


WANTED —PHYSICIAN FOR LOCUM TENENS IN AN 
industrial office 200° Republic Building, Cleveland 
Ohio G 


SITUATIONS WANTED 


SITUATION WANTED AS HEAD, DEPARTMENT 
of gastroenterology or medicine; prefer West Coast Med 
ical Schoo at present professorial nk university 
medical sehool where weanized app d residency 
teaching gastroenterology program; postgraduate lec 
turer; actively administering and engaged in grant 
supported clinical and experimental research programs ; 
diplomate internal medicine; subspecialty certified; 
indoscopy; FACP; member important specialty researeh 
societies; late 40's; consultant practice past 10 vears; 
publications; interested in enlarging investigative areas 
and teaching. Box 5545 1, % AMA 


THORACIC SURGEON: COMPLETING SIX YEARS 
training, general and thoracic surgery, university hos 
well-trained, bronchoscopy, cardiac surgery; 
duty completed; seeks association or group; 

early : WOODWARD MEDICAL BUREAU, 185 N 
WABASH, CHICAGO | 


DESIRE GROUP OR PRIVATE PRACTICE; DIPLO- 
mate American Board of Surgery; completing training 
in thoracic surgery: including cardiac surgery; trained 
in bronchoscopy and esophogoscopy; married; further 

available upon request. Box 5359 1, 


MINIMUM ONE YEAR SURGICAL RESIDENCY on 
precept 27; ma ntemmship; som iining 
in radi tw USPHS Indian hospital 
available September, 1958. Box 5567 1 AMA 

ANESTHESIOLOGIST BOARD CERTIFIED DNB 
FACA; fo narried; family; prefers partnershiy 
head department; lowe New York state Long Island 
Connecticu von hern New Jersey Box 5569 1 
% AMA 

| OBSTETRIC-GYNECOLOGIC SURGEON—50; CERTI- 
fied obstetrics-gynecology, California license; 10 years 
in full time clinical work; desires group or academic 
association which offers adequate remuneration. Box 
5570 1. So AMA. 


|} WANTED 


J.A.M.A., March 1, 1958 


INTERNIST CERTIFIED; FAMILY; EXPERI 
enced director of medical education; teaching; admin 
istration; practice; military service completed specia 


research ; desires chal 


Sox 5ISS I, 


training arthritis, psychiatry; 
Ing Opportunity; expensive 


bene 


AMA 


BOARD 

residency 2 

licensed in Ca 
1958. Box 


BOARD CERTIFIED GENERAL SURGEON 
qualified thoracie surgeon; 6% years 
married; military completed ; 
fornia, Mir ta and Ohio; 
5284 1, % AMA, 


service 


available July, 


IF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personne! Bureau, 185 N 


Wabash, Chicago. 


SURGEON CANADIAN; VETERAN; MARRIED 
Board Eligible in general, thoracic, desires position 
University, sanatorium, group, asso n states 
Catifornia, Connecticut, Main New Hamp 
shire, New York. Box 5545 1, °¢ 


SURGEON — PART | BOARDS; EXCELLENT GEN- 
eral and traumatic surgical training: private practice 
experience; completed specialty training cancer sur- 
gery; desires association with surgeon, group or clinic 
Box 5540 |, AMA. 


RESIDENCY WANTED INTERNAL MEDICINE; 2ND 
ted vear; approved; preterably subspecialty tation 
Nest coust; university trained; b ene ury 
leted; late switch trom researel $5,000, up. 
61, % AMA 


OBSTETRICLAN- GYNECOLOGIST MARRIED 


al v; veteran; Board Qua 1; Part | taken; un 
vers trained desires sssociation partnershi, 
prete SE « sW iwallable August ox 
5558 I AMA 

PEDIATRICIAN CERTLIFLED 


DOCTORATE 


medical bacteriology in ind i pra 
eApertence lesires ass ition with ire! 
pedia s; West Coa California url 
separation soon, Box ie | AMA 


RADIOLOGIST. 31; MARRIED; VETERAN; FINISH 


ing yea de June 30, 1958; desires hospita 
group or as 4 n witl ol New 
City r California. Box 5551 1 AMA 
GENERAL PRACTITIONER AGE 30; WITH OB 
stetrical and surgical experience desires z ip 
practice in community unde licensed in Mict 
gan, Colorado; like mountains and wate Box 5552 1 


AMA 


PEDIATRICIAN BOARD ELIGIBLE; UNIVERSITY 


trained; DNB; desires association or group practice in 
northeastern, midwestern, or western United State 
Reply with particulars t Box 5553 1 AMA 


AL RESIDENCY POS! 


{THE YEAR SURGIE 


tion; from July 1958; in approved pregram; excellen 
references, vears approved sur sidency 
ried; group priority IV. Box 5 AMA 


GENERAL SURGEON—37; CERTIFIED; FACS; JOHNS 
Hopkins: 7 year university residency; five years prac- 


tice; any location, solo, association or group. Box 
5549 I, % AMA. 

BOARD SURGEON--FACS; FLORIDA, KENTUCKY 
West Virginia, Massachusetts license; wants small ac 


tive community; general and bone surgery tox 5202 1 


% AMA 


ANESTHESIOLOGIST COMPLETING RESIDENCY 


July desires private practice single or group; prefers 
state that accepts National Boards; graduate of class 
A medical school. Box 5542 1, AMA 
ANESTHETIST AMERICAN GRADUATE; MASSA 


nights, weekends 


work, 
AMA 


For part time 
Box 5541 1, % 


chusetts license; 
in or near Boston 


SINGLE; Dt 
individua 


BOARD CERTIFIED; 36; 
association with group 


AMA 


SURGEON 
sires location oF 
tox 5554 1, % 


CERTIFIED 
with group in 


AMA 


BOARD 
“lation 
I, % 


OPHTHALMOLOGIST 
family; veteran; 
southern California 


desires 


Box 5557 


UROLOGIST AGE 44; CERTIFIED; COMPETENT 
mature; desires private practice association; wart 
climate, substantial income. Box 5562 I, % AMA 


(Continued on page 100) 


| 
: 
: 
| 
} 

i 
| 

e 

4 

hy 


EPROBAMATE” 


“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate.® “Meprotabs” are pleasant tasting, and easy to 
swallow. ® In this new form, the nature of medication is not iden- 
tifiable by the patient." “Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.id. ¢¢ Mep rotabs” 
(2. bamate) 


WALLACE LABORATORIES, New Brunswick, N. J. 3-propanedio! dicarba 
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when nasal stuffiness troubles the pregnant pa 


Maybe it’s an ordinary head cold. Maybe it’s a reaction to one of today’s valuable new drugs 
(an antihypertensive, perhaps). Maybe it’s due to something else. 


No matter. Recommend a ‘Benzedrex’ Inhaler. Why? Because nose drops and sprays so 
frequently produce nausea during pregnancy. 


The Inhaler, on the other hand, is easily tolerated by even the most squeamish woman. It 
provides rapid and prolonged vasoconstriction—without excitation or wakefulness. Each 
“‘Benzedrex’ Inhaler is packed with propylhexedrine, S.K.F., 250 mg.; and aromatics. 


excellent for use between office treatments Benzedrex” In haler 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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the path to 


with few side effects 


Atropine’ Anticholinergic Anticholinergic B 


Daily Dose 1.6 mg. 400 mg. 120 mg. 
No. patients and 37 27 16 
length of follow-up 11 mo. 13 mo. 9 mo. 


Results: 
Good to excellent 5 56% 
Fair to poor 44% 


Recurrences: 
None ; 13% 
Few 46% 50% 
Same 38% % 38% 


Complications: 
Hemorrhage 
Perforation 
Obstruction 
Surgery needed 


Side effects: 
Oral 38% 78% 
Visual 48% 
Sphincter 15% 


Available in three forms: tablets of 25 mg., plain (Pink) or with 
phenobarbital, 15 mg. (Blue), and parenteral, 10 mg./cc.—1 cc. ampuls. 


Dosage: 1 or 2 tablets before each meal and at bedtime. 
Parenterally, 10 to 20 mg. every 6 hours. 


Also available: PATHIBAMATE** Meprobamate with PATHILON LEDFRLF, 
for gastrointestinal disorders and their “emotional overlay.” 


1. After Cayer, D.: Prolonged anticholinergic therapy of duodenal ulcer, Am. J. Digest. Dis. 7.301 (July) 1956. 
*Reg. U.S. Pat. Off. Trademark 


in anticholinergic therapy... y / 
weigh the benefits L 
against the side effects Ff 


Tridihexethyl Iodide LE i. LEDERLE E 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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“DEPROL” specifically combats 
depression without masking 
it with euphoria. 

Disturbed sleep, a frequent 
manifestation of depression, 
is readily relieved without 
depressive aftereffects. 


“DEPROL” has proved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


= Relieves depression without 
euphoria—not a stimulant 

= Restores natural sleep 
without depressive 
aftereffects—not a hypnotic 


s Rapid onset of action 
a Side effects are minimal 
and easily controlled 


Composition: Each tablet 
contains 400 mg. meprobamate 
dicarbamate) 
and 1 mg. benactyzine HCl 


{2 diethyiaminoethy! benzilate hydrochloride} 


Average Adult Dose: | tablet q.i.d. 


*Alexander, L.: Chemotherapy of depression— 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A. In press, 1958. 


Literature and samples on request 


Qi WALLACE LABORATORIES, New Brunswick, N. J. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “dont’s”’ 
of office psychotherapy? 


(1) Don't argue—let patient “talk out” his troubles. (2) Don't counsel —help 
him solve his own problems. (3) Don't be hostile —allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
too reassuring—Overoptimism may suggest you take the symptoms too 
lightly. (6) Don't approve or censure. (7) Don’t be too credulous— patients’ 
words may conceal hidden meanings. 


Source —Hyman, M.: Some Aspects of Psychiatry in General Practice, GP /6:83 
(Oct.) 1957. 


calmative N 0 STYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited. . The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 
develop jn any of the patients....” 


*Bauer, H. G.; Seegers, W.. Krawzoff, M., and McGavack, T. H.. A Clinical Evaluation 
of Ectylurea (NostYN "), in press. 


dosage: Children—150 mg. (4 tablet) three or four times daily Adults— 150-300 
mg. (1 to | tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto acase 


(Continued from page 94) THORACIC SURGEON—FIVE YEARS STAFF PROM- 
inent thoracic clinic; primarily cardio vascular surgery: 
se RNIST 32; BOARD ELIGIBLE JULY, 1959; Eligible general and thoracic Boards; interested clini- 
1958; after AHA Fellowship in cardiology and | cal work but research and ancillary services essential. 
t ‘sp HS Fellowship in diabetes, endocrinology; licensed Box 5471 1, % AMA 
1131; previous 5 years private practice, 2 years USAF 
AME tamily; publications; desires contacts now to | INTERNI ig in ef 33; UNIVERSITY 
prepare for challenging opportunity; prefer North. Box trained; currently on faculty of medical school; has had 
5499 1, % AMA experience in private practice and industrial medicine; 
desires association with ee clinic; military service 
OTOLARY NGOLOGIST 0; CERTIFIED 1955; UNI- completed. Box 4858 1, MA 
versity trained; ac i ‘“e; otologie surgery, 
service; interested | WELL TRAINED THORACIC SURGEON AVAILABLE 
it January Ist; three years’ training; generat surgery; 
AM community life for young o years’ training, thoracic sureery, teaching hospitals 
— on Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago 
PATHOLOGIST—40: BOARD CERTIFIED. ANATOMIC 
and clinical; university trained; extensive experience, IED 25 
exfoliative cytology; interested in community with pro- ELIGIBLE ; AGED $8; MAR 


seeks association with another pediatrician or 
South or Southwest pre- licensed Rhode Is land and Missouri. Box 
AMA 


5400 1, 


head departments. join groups, ete.; physicians for pri- RADIOLOGIST BOARD ELIGIBLE; UNIVERSITY 

vate practice, assistants or associates, industry, public training in diagnosis; therapy and isotopes; licensed in 

health. Please write for recommendations. Shay Medical Wisconsin and Rhode Island; seeking position in hos- 


Agency, 55 E. Washington. Chicago I pital or private. Box 4963 I, 


DERMATOLOGIST —-DIPLOMATE; AGE 36; FAMILY; GENERAL SURGEON—AGE 34; MARRIED; FAMILY; 
interested in group or individual partnership associa- veteran; just completed surgery residency; four years 
tion; 4 vears experience in private practice. Box 5442 I, general practice before this; ne - “ig Board Eligible; 
SY AMA prefer smaller town. Box 5500 1, % MA 


J.A.M.A., March 1, 1958 


RADIOLOG'ST — CERTIFIED; ASSOCIATE WITH 
group; private practice; 500 bed hospital; two outlying 
hospitals; training in isotopes desired; state qualifica- 
tions first letter. Box 5512 1, “o AMA. 


PHYSICIAN—32; MARRIED WITH F AMILY MILI 
tary service pri 

general practice; 

tional or industrial medicine 


, RADIOLOGIST UNIVERSITY TR: AINED; BOARD 


Eligible; certification pending; age >; consider any 
location or proposition. Box 5519 % MA 


TRAINING IN EXFOLIATIVE cy TOLOGY WANTED 
by German pathologist. Box 5492 I, AMA 


PROFESSIONAL AND TECHNICAL AIDES 


EMPLOYER PAYS FEE — THESE POSITIONS! 


WANTED—MEDICAL TECHNOLOGISTS: (a) CHIEF 
Supv 20 empl in busy lab dir by board pathol: 300 
bd vol gen hsp; resid city nr impor univ etr 
(b) 2 . air-cond lab; to 
$5400; 4 ; . 120 bd apprv'd 
gen er $4000. to $4500 in 18 mos: city 100,000; SE 
(d) Female only; 150 bd gen hsp: sal, full mtce; 
city 40,000; SE. (e) Female; priv lab supv by board 
pathol: ige N. Engl. city. (f) Ass't chief; aid in 
supv 12 techs, busy lab 200 bd gen hsp; to $4800: 
twn 30,000; MW. (g) Reg'’d ASCP; apprv'd tech sch 

gen hsp, fully apprv'd; $3900 up; univ 

. ¢(h) Full chge tab, gen supv part time 

: vol gen hsp 120 bds; resid suburb; impor indus 
city; E. (i) Female only: orp 6 internists; gd sal, no 
call; Fla resort city. (j) 2 staff; busy lab supv by 2 
pathol: fully appryv'd vol gen hsp 300 bds; to $4800; 
scenic coll city 75,000; W. Woodward Medical Bu- 
reau, 185 N. Wabash, Chicago L 


HISTOLOGY TECHNICIANS EXPERIENCED OR 
will train; 40 hour week; salary open. Contact: D 
J. W. Henry. St. Francis Hospital, 555 Ridge Avenue 
Evanston, Llinois 


PRACTICES FOR SALE 


ARIZONA -EENT PRACTICE; ¢ ‘ITY OF IDEAL CLI 
» and fabulous growth oppo -onditioned 
terms; health re 5401 P 


ARKANSAS WONDE RFUL MEDICAL AND SURGI 
practice for one ¢ » men in Arkansas 
hospiti nall community 
‘ e; reluctantly avi to specialize 
particulars: Box 5518 P, 


CALIFORNIA--SOUTHERN; COASTAL CITY GEN 
eral practice with surgery; gross $45,000; complete x ra} 
unit; reasonable reat; terms. Reply: Box 5409 PL % 
AMA. 


| FLORIDA--WANTED YOUNG GENERAL PRACT 


tioner with surgical qualifications to 
tice in town of 4,000 people July 1, 
gross and hospital; pr 
to enter specialty. B 


CLINIC BUILDING C.B.S ‘TION IN 
cellent condition and practice for sé lesixgne for 
two or more doctors with separate entrances; reaso’ =f 
with te! ; location very best. Marvin Smith, MD, si 

> 


S. W. 19th Avenue, Miami 35, 


GENERAL PRACTITIONER — EXCELLENT OPPOR- 
tunity city 12,000; progressive Piedmont area; 60 bed 
open staff hospital; air conditioned office; excellent 
equipment reasonable; leaving for residency. Box 5568 
P,% A 


ILLINOIS UNOPPOSED GENERAL PRACTICE E 14 
room home and office; separate entrances; goo s 
pitals; population and surroundings ari se 
ing due to family illness; grossing ¢ $25 ce 
$18,000 plus inventory on dr lance 
terms; ideal octors ; inc 
than doubled; will introduce. Box 


| MARYLAND GENERAL -e > FOR SALE; 


established 10 years; well 
files; low rent; gross over 25,01 
facilities for surgery, obstetrics; ( 
area; practitioner over 35 best suited 
Box 5555 P, % AMA 


MICHIGAN--GENERAL PRACTICE; GROWING SUB 
urban community bordering Detroit; gross over $36,000 
in both 1956 and 1957; took er 6 weeks in vacations 

and equipment 
i within two miles 
lance as desired; nea 
hospitals: vi to specialize : will introduce if neces 
sary Sox 5405 % AMA 


NEW JERSEY—RETIRING FROM GENERAL 
tice due to illness; fully equipped office located in 


Newark; may be had without cash investment Ox 
5548 P, % AMA 


NEW JERSEY—PROSPEROUS GENERAL PRACTICE 
with equipped office can be purchased with no money 
down; aft three year lease the practice is yours; 
located in country town of less than 2,000 in beautiful 
Somerset Hills Area; scenic twenty minute drive to 
hospital. Reply: Box 5502 P, % AMA. 


NEW YORK UPSTATE ADIRONDACKS; = 11,000 
population; 13 years established general practice f 
sale; room office and residence combined; will in 
troduce; leaving to specialize. Write: Box 57 'g 
% AMA 


NEW YORK-—LUCRATIVE UNOPPOSED GENERAL 
practice; grossing $48,000; combination office-home; 20 
miles from upstate medical center; for details: Box 
5505 P, % 


(Continued on page 102) 
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Control 


Chart shows actual response 


in a patient with benign essential hypertension (data on request). 
Consider 5S: i1® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and ‘thus minimize 


side effects of other antihypertensives. CIBA 


> 
250 
7 | Placebo | Serpasil 
150 \ 
- - ye 
/ 
100 
5 days 5 days 5 days 
to Serpasil 


® 


(BRAND OF PHENPROCOUMON) 


‘ORGANON’ 


* Tailored to give satisfactory results 
in all classes of patients 


= LIQUAMAR offers these clinical advantages in 
the treatment of thrombosis and embolism: 


low cost 


marked and prolonged anticoagulant activity 
stable and predictable prothrombin responses 
ease and certainty of control 

no nausea, vomiting, or vasomotor instability 
low incidence of bleeding 

low daily maintenance dose 


proven effective in thousands of patients 


SUPPLIED: Oral tablets, double-scored, each tablet containing 3 mg. of 
phenprocoumon. In bottles of 100 and 1000. 


WRITE FOR DETAILED LITERATURE 


Organon inc. 


ORANGE, N. J. 


(Continued from page 100) 


OHIO—AKRON; LUCRATIVE 
grossing $35,000 a year; excellent 
minutes of all hospitals; spacious, newly equipped of- 
fice; 5% rooms; beautiful 4 room apartment, recently 
furnished ; leaving to specialize; will introduce. Box 
5547 P, % AMA 


GENERAL PRACTICE 
location; within 5 


OHIO COMPLETELY EQUIPPED THERAPEUTIC 
radiology office; two deep therapy machines; good con- 
dition; radium; calibration and monitoring instru- 
ments; good library; reprint files; general office equip- 
ment. Will sell equipment or complete office low cost. 
Box 5538 P, AMA 


OHIO — SOUTHERN; GROSSING $50,000; COMMU- 
nity 8,000; excelleat schools and churches; good roads; 
fishing and hunting; reason for leaving, Florida; 98% 
office practice; no obstetrics, complete equipment and 

supplies for emergency room; minor surgery; two exam- 
ining and consultation rooms; x-ray unit; drugs; all 
equipment less than 4 years old; inventory would prob- 
ably exceed $10, 000 ; eash or terms; will stay to intro- 
duce. Box 5380 P, % AMA. 


PENNSYLVANIA — LUCRATIVE GENERAL PRAC- 
tice; new and modern home and facilities ample for 
two; present owner arr 
to suit purchaser. Box 5509 P, ‘So AMA. 


PRACTITIONER WANTED TO 
county seat town in 
receptionist 
5215 P, 


TEXAS — GENERAL 
take over thriving practice in 
West Texas; reasonably priced equipment; 
will remain; residency occupant plans. Box 
% AMA 

WISCONSIN — OFFICE-HOME COMBINATION IN 

community of 750; gross $30,000; 5 room office; pros- 

perous dairying and farming territory; open staff hos- 
pital; nearest doctor 7 miles; rent; cost on easy terms. 

Box 5515 P, % AMA. 


WYOMING—GROSS $54,000; BUILDING AND X-RAY 
with active general practice; new modern 1! room office; 
$7,500 will handle; will introduce; you can net $35,000. 
Box 5407 P, % AMA. 


APPARATUS, ETC., FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory organization; al! sales and service 
personnel factory-trained; prices include installation 
and operating instructions. Write to: B-3, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Mil 1, Wi i Q 
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LARGEST STOCK OF USED--RECONDITIONED AND 
surplus X-ray equipment in America—All makes and 
models of diagnostic and therapy units, delivered, in 
Stalled, guaranteed and service; write for details and 
new accessory price list. Medical Salvage Co., Inc., 217 
E. 23rd St., New York 10, New York Q 


“OR SALE EX 2409; USED X-RAY MACHINE; 
25 MA; 120 KV gallon developing tank; hangers, 
etc; approximately 250 exposures on original tube; ex 
cellent condition; $500. Box 707, Waynesville, North 
Carolina, or phone Gl 6-3350 Q 


15-30 MA MOBILE X-RAY UNIT; 


ries; Bucky; screens, hangers, tanks; cost 
A-1 condition; $750. Box 5536 Q, % AMA 


ALL ACCESSO 
$1,800; in 


PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
ments; available for physician, hospital, or laboratories 
Harry Wells, 400 E. 59th St.. New York 22, New York. Q 


FOR RENT 
SUITE IN IDEAL AREA IN THI 


Anaheim, California: beaut 
ning F 


NEW MEDICAL 
balanced community of 
bui iding mtai n ng air-condit 


SALE LEASI 
commerei 

parking lot; unit und i 
02 Park Avenue, Se 


, IDI LOCATED BRICK 
t private 


CALIFORNIA 
in me adder n al 
Dev Mliatricl 


ARCADIA ARE A; SUITE 


ONE 
building r su 


range terms to suit 

ity 
TURALLY DESIG NE D MEDICAL SUITES 
Indi ned nd 


lifornia ; stu ’ 
Mannes, 9602 Orange Avenue, Anaheir 
1 


TUCSON ARIZONA” BEDROOM; 2 
n i 


BATH HOME 
ice e: ne $5.00 


Robert Trundt. MD 190 


Ave nue 


REAL ESTATE FOR SALE 


FLORIDA AND THE KEYS 
homes and home sites in pa vided, sunn 
e clinic ly Conner, Rea Islan ada 
Phone 37 7 


SOUTH 


choice 
frost fre 
Florida, 
LABORATORY FOR SALE 

LABORATORY FOR SALE—OPEN ON} 


equipment; all new; sudden serious illr 
forces sale; in San Francisco Bay area Bo. x 
AMA 


PATHOLOGY 
week; finest 
of owner 
5293 V. 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING Courant 
NEW MYDE PARK. N 


RADIUM 


APPARATUS FOR SALE —-RADIUM; REASONABLE 
priced; three 50 MGM tubes; one 50 MGM nasophar 
yngeal applicator; six 25 MGM tubes; platinum filtra 
tion; possible toe convert into low intensity needles 
Details Box 5572 Z, % AMA. 


PATIENTS’ RECORDS AND FILES 


PROFESSIONAL PRINTING CO., INC 


NEW HYDE PARK, N. Y. 
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BOOKKEEPING SYSTEMS FILES 


diagnostic work-up- 


negative for organic pathology 


clinical diagnosis- 


functional uterine bleeding 


prescribed treatment 


ORETON 


aqueous suspension 


establishing the diagnosis 

A final diagnosis of functional uterine bleeding is arrived at only after careful 
study of the individual case. This study includes pelvic bimanual examination 
and speculum examination of the cervix, aided by vaginal smear tests, cervical 
biopsy, hysterography, curettage and other tests when indicated to rule out 
neoplasm and other organic pathology. 


the hemostatic action of ORETON 

Although the etiology of functional uterine bleeding has not been established, 
most authorities believe that the disorder is caused by excessive estrogen 
stimulation of the endometrium. The androgenic action of ORETON effects a 
reversal of the proliferative changes in the endometrium, suppressing estrogen 
formation and neutralizing its biologic actions. At the same time ORETON 
inhibits uterine motility and constricts the myometrial vessels, thereby dimin- 
ishing bleeding. In functional bleeding the usual dosage of ORETON Aqueous 
Suspension is 25 mg. twice daily by intramuscular injection for 2 or 3 days. 


OreETON Aqueous Suspension is also indicated 


in the female for breast engorgement with postpartum pain and for palliation in carcinoma 
of the breast 


in the male for diagnosis and treatment of the climacteric and for all forms of male hor- 
mone deficiency and endocrine impotence 


OreETON Aqueous Suspension, 10 ce. vial, 
25 and 50 mg./cc., boxes of 1 and 6. 
OreToN,® brand of Testosterone U.S.P 


SCHERING CORPORATION*BLOOMFIELD,NEW JERSEY 
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when you encounter 
genitourinary infections 


for all 
tetracycline-amenable 
infections, prescribe 
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infections 


Squibb Tetracycline Phosphate Complex 


In your patients, SUMYCIN produces: 1. Superior initial tetracycline blood levels—faster 
and higher than ever before — assuring fast transport of adequate tetracycline to the site 
of the infection. 2. High degree of freedom from annoying or therapy-interrupting side effects. 


Tetracycline phosphate 
complex equiv. to 
tetracycline HCI (mg.) Packaging: 


Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 


Sumycin Suspension (per 5 cc.) 02. bottles 


Sumycin Pediatric Drops (per cc.—20 drops) 100 ____10 cc. dropper bottles 
Sumycin Intramuscular with Xylocaine* 100 1 dose vials 


Squibb Quality—the Priceless Ingredient 


*SUMYCIN® 18 A SQUIBB TRADEMARK ASTRA PHARMACEUTICAL PRODUCTS, ING. 


respiratory infections 


“WHY BOIL? 


AVAILABLE 
IN 3 SIZES: 


Model FL-2, 
6” x 12” sterilizing chamber 


Model HP-2, 
8” x 16” sterilizing chamber 


Model LV-2, 


when you can sterilize 
FASTER and SAFER 
in the 


PELTON 
UTOCLAVE 


4 So Easily Operated 


TRANSFER 

After loading, simply trans- 
fer steam from reserve to 
sterilizing chamber. In only 
a few seconds, temperature 
is attained. 


DISCHARGE 
When sterilization is com- 
pleted, discharge steam to 
condenser after closing 
transfer valve and crack 
open the door. 


UNLOAD 
In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


“ar 


Gentlemen: § am interested in the Pelton ti 
Please send me more information and prices on po br 


HP-2 Olv-2 


12” x 22” sterilizing chamber 


See your dealer 


City & State. 


or send coupon. 


SOLID BRONZE NAME SIGNS 


Cast, raised letters, drilled, with screws 


OH. COVINGTON, M.D. 
PHYSICIAN AND 


3”x16"—$16.80 
4°x18" 25. 
5°x16"—$28.00 5°x18"—$31.50 x20°—$35.00 
6"x18"—$37.80 -6"x20"—$42.00 67x25" —$52. 50 
Other sizes 35¢ per sq. in. Signs 
with wording on both sides 60¢ per sq 
COLLECT 
PLEASE SEND CHECK WITH ORDER 


LAUER METAL SHOP 


4206 Groveland Ave. Baltimore 15, Md. 


3°x12”—$12.60 
4°x14"°—$19.60 


3°x14"—$14.70 
4°x16"—$22.40 


Official A. M.A. Auto 
INSIGNIA 


Distinctively the sign of a 
licensed practitioner of medi- 
cine. Embodies the Aescula- 
pian staff, the green cross. 
the initials “M.D."" in du 
rable hard-fired vitreous en- 
amels and gildine metal. Copy- 
righted, numbered, registered 
Attaches to edge of license 
plate with clamp bracket. Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 

jon, 535 N. Dearborn St., Chicago 10 


--- THE PAL MS--- 


Competent Ethical Services For 


EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 


Correspondence Confidential 
Rates Reasonable ms Desired 
Some Wor Availa 
Adoptions ite h Juv Court 
TE OR PHONE 
6900 Van nave ied. Ste 2, Van Nuys, Calif. 
STATE 0-0266 


THERE’S NOTHIN 
G 
UNDER THE SUN Like 


Arizona 


WARM, SUNNY AND DRY ALL YEAR 
data free to physicians: P.O. Box 1111, 7M... Ariz. 


| Leeming, 


| Merck Sharp & Dohme; 


| Parke, 
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Alwaysin the physician's bag 


... ready for action 


SPARINE Should always be on hand for the patient in 
psychic crisis. In the medical emergency, 

it relieves acute apprehension and modifies the 
patient’s response to pain. In overactivity or 
aggressiveness, SPARINE rapidly calms the 

patient and encourages cooperative 

behavior. To simplify the management of 

these difficult patients, always carry SPARINE. 


SPARINE provides prompt control 

by intravenous injection, effective maintenance 
by both the intramuscular and oral 
routes, and is well-tolerated in all three 
methods of administration. SPARINE 
does not cause liver damage, 
parkinsonian-like syndrome; only rarely 
have blood dyscrasias or seizures 

been reported. 


HYDROCHLORIDE 


Promazine Hydrochloride 


INJECTION 
TABLETS 
SYRUP 


EQUANIL® 
Meprobamate 


PHENERGAN® HCI 
Promethazine HCI 

SPARINE HCI 
Promazine HCl 


A Wyeth normotropic drug for < 
nearly every patient under stress Philadelphia 1, Pa. 


Comprehensive literature supplied on request 
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is asthma in children a contraindication to protective 
immunizations against tetanus, diphtheria and pertussis? 


No. Asthmatic children need this protection more than other chil- 
dren. If these diseases are contracted there will be danger of reactions 
to the serums and drugs used in treatment. 

Source —Glaser, J.: Pediat. Clin. North America (Feb.) 1957, p. 293. 


often preferred for protection against asthmatic attacks 


AMI N TT with nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


Many physicians prefer AMINET because it protects their asthmatics without the 
hazards of intravenous injection, the gastric distress of oral aminophylline and 
the cardiovascular effects of adrenergics. It may be used for prolonged periods 
in hypertensive and cardiac patients. 


Full Strength AMINET Suppositories — for adult use — aminophylline 0.5 Gm. (7% gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.) and for children 
weighing over 80 lbs.—Half Strength AMINET Suppositories. Also available —plain 
Aminophylline Suppositories 0.5 Gm. 


/\ AMES COMPANY, INC + ELKHART, INDIANA « Ames Company of Canada, Ltd., Toronto 
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(VINYL ETHER FOR ANESTHESIA. U.S.P.)} 


Rapid, peaceful induction has been achieved with 
VINETHENE for almost a quarter of a _ century. 
VINETHENE is excellent for short operative procedures, 
since it quickly effects analgesia, produces good 
muscular relaxation, and rarely causes excitement or 
nausea. May be administered via open, semi-closed 
or closed methods. 

Supplied: in 10-cc., 25-cc., 50-cc. and 75-cc. bottles, each with adjustable plastic dropper cap. 


pias im for Pr n. —A 16 mm. motion picture film in color, entitied “Anesthesia with 
fie fim fe shontaone ocedures,” is available for viewings. Arrangements can be made by 


writing to Merck Sharp & Dohme, Philadelphia 1, Pa 


VINETHENE IS A TRADEMARK OF MERCK @CO.. INC 


MERCK SHARP & DOHME 


DIVISION OF MERCK &CO.,InNc PHILADELPHIAT, PA. 
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SUID 


by E. K. H. 


Two Florida-bound winter vacationers were driv- 
ing through a small Alabama town and stopped to 
ask the whereabouts of a good restaurant. Told 
where the only one in town was situated, they 
drove there only to be greeted by a sign: 

“Gone home to lunch.” 

As the guest was leaving the village hotel, he 
suddenly turned to a_not-too-bright-looking lad 
leaning against the desk. 

“Quick, son,” he ordered. “Run up to room 604 
and see if I left my brief case. Hurry! My train 
leaves in nine minutes!” 

A few minutes later, the boy rushed back. “Yes, 
sir,” he panted. “It’s there all right.” 

e 

A young man was showing his country-bred 
grandfather through an exhibit of modern art. 
Despite the grandson’s enthusiastic explanations, 
the older man seemed unimpressed. At the end of 
their tour, the young man said: 

“Well, Grandad, what did you think of it?” 

“Shucks, sonny,” was the answer, “your grandma 
could knit better pictures than those.” 

e 

Overheard at a gay New Year's Eve party in 
Hollywood: 

“My, vour husband looks handsome in his new 
suit!” 

“Darling, that isn’t a new suit—it’s a new hus- 
band!” 

e 

A slightly different version of the familiar tale 
concerning a famous financier’s large nose is an 
executive whose boss was expected to dinner for 
the first time one evening. The executive cautioned 
his young son not to comment on the exceptional 
size of the head man’s proboscis. 

But at dinner the boy stared in fascination at the 
outsized beak. The father caught his eve menac- 
ingly. 

“Gee whiz, Daddy,” cried the youth. “I’m not 
saying anything—I’m just looking!” 

e 

Woman to attendant who had just brought her 
car from the garage: 

“What do you boys wipe your hands on when 
you run out of steering wheels?” 


Three youngsters were brought in before the 
juvenile court judge for disturbing the peace. 
“Now,” said the kindly judge, “we'll take one at a 
time. What are you here for, young man?” 

“Just for throwing peanuts in the water,” the 
first boy stated. 

“Well, that doesn’t seem such a terrible thing,” 
commented the magistrate. He turned to the second 
boy and asked, “And you?” 

“I threw peanuts in the water, too.” 

“And I suppose,” said the judge, turning to the 
third boy, “you threw peanuts in the water, also?” 
“No, sir,” was the plaintive reply. “I’m Peanuts.” 

A friend was complaining to Sam Levenson about 
the way teenage girls dress today. 

“My daughter's been pestering me to let her 
wear a strapless evening gown to the school dance,” 
he said. “But I don't think she’s old enough.” 

“Listen,” chuckled Sam, “if it stays up, she’s old 
enough.” 


“Well, I didn’t have my pe with me, 
so I couldn't tell how much I was drinking!” 
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The opossum, born “prematurely,’’ must spend 
weeks in its mother’s pouch to become fully viable. 


For the human infant, unlike the opossum, prema- 
turity is not normal. But when it threatens, even a 
few extra weeks in the uterus can make the differ- 
ence between survival and death. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks in 
utero development. 


Complete literature is available upon request. 


answer to furematu wily 


brand of relaxin 


AN ORIGINAL DEVELOPMENT OF WARNER-CHILCOTT RESEARCH 


WARNER-CHILCOTT 
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ACETAZOLAMIDE LEDE 
nonmercurial 
diuretic ‘ DiAMOX effectively produces weight loss through 

_ fluid Joss in pregnant patients with visible or occult 
edema, pre-eclampsia, hypertensive disease, and 
decompensated heart disease.’ 

DIAMOX was aiministered to 106 pregnant pa- 
tients, on regular or prescribed diets. The majority 
were ambulatory and all either had more than the 
normal amount of visible edema and/or gained 
more than the average of 1 kg. per week, Re- 
sponse with DiaMox showed that edema fluid can 
be renioved effectively: 500-2000 Gm. in 24-72 
hours, and as much as 11 kg. within 7 days. 

A highly versatile diuretic, DiaMox is particu- 
larly advantageous in prenatal management. Lack 
of taste, ease of administration, and lack of renal 
and gastrointestinal irritation make its use simple 
and relatively free of compiications. 

Supplied: Scored tablets of 250 mg.; Syrup contain- 

ing 250 mg. per 5 cc. teaspoonful; Ampuls of 500 
mg. for parenteral use. 

78: 789-800, 1967. 

*Reg, U.S. Pot, Off. 
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PAMPHLETS ON 


MENTAL 


Reprinted from 
Today's Health 


Magazine 


EMOTIONAL HEALTH 


by T. R. RETLAW 
8 pages, 15 cents 


A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


HYPNOTISM—HUMBUG OR 


HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


Write to: Order Department 


American Medical Association 
535 N. Dearborn St. 


Chicago 10 


Emotional Illness—15c 

Emotional Health—15e 

[J Joe’s Nervous Breakdown—10c 

The Psychiatrist—10c 

() Hypnotism—Humbug or Healing—10c 


Name 


Street. 


City. 


State 
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“Gitalin [Gitaligin] is a very 
useful cardiac glycoside for the 


treatment of congestive heart 
failure in elderly patients be- 
cause of its wide therapeutic 
range and efficacy.’’* 


Well tolerated cardioactive 
glycoside whose therapeutic dose 4s 
ARTERIOSCLEROTIC HEART DISEASE 14 its toxie dose. 


ROENTGEN CONFIGURATION 


Postero-anterior position Moderate rate of elimination. 


Moderate left ventricular enlargem i . 

; cular enlargement with e Short latent period. 
prominence and calcification of aortic knob. 

Taken from White Laboratories’ Technical Exhibit, Un iform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


Patients now on other cardiotonics may be easily 
maintained on Gitaligin: 0.5 mg. of Gitaligin is 
approximately equivalent to 0.1 Gm. digitalis 
leaf, 0.1 mg. digitoxin or 0.5 mg. digoxin. 


Gitaligin Tablets — Bottles of 30, 100 and 1000. 


Gitaligin Drops 30 cc. bottles with dropper cali- 
brated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


Gitaligin Injection —5 cc. ampuls containing 
2.5 mg. (0.5 mg. per cc.) of Gitaligin. Packages 
of 3 and 12 ampuls. 


*HARRIS, R.. AND DEL GIACCO. R. R.: AMER HEART J. 52.300 (AUG.) 1956. BIBLI- 
OGRAPHY ON REQUEST 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. «+ Kenilworth, New Jersey 
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Placiadyl 


ETHCHLORVYNOL. ABBOTT) 


gages those te 


ALCOHOLISM 


An 


Important Problem 


Here is a series of six outstanding articles concerning one of our pres- 


ent most pressing problems—ALCOHOLISM. Written by top- 


notch authors in the field of health education, all of these articles | 
have appeared in TODAY'S HEALTH, published by the A. M. A., and | 
are available in one booklet for only 50¢. The titles include: | 
| 


How fo Help a Problem Drinker. The Conditioned Reflex Treatment. 


The Treatment of Alcoholism. Alcohol and Cirrhosis of the Liver. 


Alcoholics Anonymous. Institutional Facilities for Treatment 


Write todoy for this interesting and informative series. 


Address your request to the 


ORDER DEPARTMENT 


American Medical Association 
ee N. Dearborn St., Chicago 10 


Hydrocortisone 0.5% and Special Coal Tar Extract 5% (TARBONIS® ) 
in a Greaseless Stainless Vanishing Cream Base 


FORT LAUDERDALE BEACH HOSPITAL 
125 N. BIRCH RD. 
FORT LAUDERDALE, FLORIDA 
A modern hospital for gen- 
eral medical care, with excel- 
lent diagnostic, therapeutic and 
rehabilitation facilities. 


Lovis L. Amato, M.D. Med. Dir. 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community 


American Medical Association, 535 North Dearborn St., Chicago 10 


ARTESIAN MINERAL SPRINGS SANITARIUM 


59 West Washington Street, Martinsville, Indiana 
Phone Dickens 2-3102 
For Health, Rest, and Results 


MINERAL BATHS PHYSIO THERAPY 


Treatment for 
Arthritis, Convalescence, Nervous Disorders, 
American Plan Reasonable Rates 


For information or Reservation Write or Phone 


D. A. Ersenserc, M.D., Medical Director 


Rheumatism, and Geriatrics 


REED & Jerey City 
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In acute dermatoses ;.. 
as well as subacute and chronic skin diseases of atopi -dermat contact itis 0 
prompt remissions...”"with lermatitis, and ot 
,N.d: 


help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of 
blood pressure in hypertensive patients, ag well as 
a mild bradycardia. Hence, the work’ load of the 
heart is reduced. F 


“... often preferred to reserping mprivate 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


— help reduce 
if is the pressures 
ON your 

y patients 


Squibbywhols Root Rauwolfia Serpentina 


Tranquilizing Raudban helps relax the anxious 
hypertensive patient so that he is better able to 
pe with: external pressures without being over- 
elmed by them, By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 
—hypertension cycle. 


Dosage: Two 100 mg. @ablets once daily; may be adjusted 
within ramge of 50 to 300mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 6000. 


Squibb Quality—the Priceless Ingredient 
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Medrol 


hits the disease but spares the patient 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 


= 
“TRADEMARK FOR METHYLPREDNISOLONE, UPJONN 
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CHLORAMBUCIL (formerly known as C. B. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin’s disease. 


Sugar-coated Tablets of 2 mg. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


‘Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad- 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 


Tablets of 50 mg. 


Facilities for complete and frequent blood counts must be available for patients 
receiving ‘Leukeran’, ‘Myleran’ or ‘Purinethol’. 


Full information about these products will be sent on request. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the peptic-ulcer regimen 


ACID NEUTRALIZATION 


is fundamental 


“In all essential respects subsequent investi- 
gations have corroborated the original con- 
cept of Sippy |acid neutralization].”? 


1. Cecil, R.L., and Loeb, R.F.: A Textbook of Medicine W.B. Saunders Co., 
Philadelphia, 1955, 9th ed., p. 870. 


FUNDAMENTAL THERAPY IN PEPTIC ULCER 


AMPHOJEL 


for diphasic action 


Philadelphia 1, Pa. Aluminum Hydroxide Gel, Wyeth 
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HYPE RTENSIVE...yet controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. It virtually 
produces “no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.”! Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more so’” 


Alseroxylon and alkavervir “‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.’ Anxiety and 
tension are relieved... pulse rate 
slowed...such symptoms as “‘heart 
consciousness,”’ tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAUVERA’ 


1 mg. alseroxylon—3 mg. alkavervir in each scored tablet. 
1. Bendig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. $0:242, 1956. 3. Gilchrist, A. R.: Brit. M. J. No. I1:1011, 1956. 


SMITH-DORSEY <: a division of The Wander Company * Lincoln, Nebraska 
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L A H EY C L N I C 
POSTGRADUATE ASSEMBLY Intensive Postgraduate Courses 


Starting Dates—Spring, 1958 


Saturday, March 29, 1958 SURGERY— 

‘i Surgical Technic, Two Weeks, March 24, April 21 
Surgery of Colon and Rectum, One Week, April 7, May 5 
The one-day program with morning and afternoon sessions Basic Principles in General Surgery, Two Weeks, April 7 
Treatment of Varicose Veins, April 7, May 5 

: ss Gallbladder Surgery, Three Days, March 31 

rent activities in various fields of medicine and surgery. Surgery of Hernia, Three Days, April 3 

General Surgery, Two Weeks. May 5: One Week, May 12 

Fractures & Traumatic Surgery, Two Weeks, March 17 
The Registration Fee is $5.00 & Thyeeld Guc Wesk, May 


includes a series of lectures and symposia dealing with cur- 


GYNECOLOGY & OBSTETRICS— 
Office & Operative Gynecology, Two Weeks, April 14 
Vaginal Approach to Pelvic Surgery, One Week, April 28 


SECOND ANNUAL General & Surgical Obstetrics, Two Weeks, March 31 
FRANK H. LAHEY MEMORIAL LECTURE MEDICINE-— 


General Review Course, Two Weeks, May 12 
Speaker—-Dr. Harvey Stone, Associate Professor of Surgery, Electrocardiography & Heart Disease, Two Weeks, March 17 
Hematology, One Week. June 2 

Gastroenterology, Two Weeks, April 14 


Emeritus, Johns Hopkins Medical School, Baltimore 


Subject —Dr. Frank H. Lahey: Great Teacher PEDIATRICS— 

Two-Week Intensive Course, April 21 
8:15 P.M. Friday, Mareh 28, 1958 
DERMATOLOGY— 

The lecture is open to members of the Postgraduate Assembly Clinical & Didactic Course, Two Weeks, May § 


and others interested. RADIOLOGY— 


Diagnostic X-Ray, Two Weeks, April 28 
Clinical Uses of Radioisotopes, Two Weeks, May 5 


LROLOGY— 
For the program and further information, write to: 14 


Cystoscopy, Ten-Day Practical Course, by Appointment 
The Lahey Clinic TEACHING FACULTY— 
ATTENDING STAFF OF COOK COUNTY HOSPITAL 
ADDRESS: REGISTRAR, 
707 South Wood Street, Chicago 12, Ilinois 


605 Commonwealth Avenue 
Boston, Massachusetts 


SECLUSION Est. 1909 MATERNITY 


F A | R M 8) U N T The Chicago Committee on Trauma 


Private sanitarium for the care of a limited of the American College of Surgeons 


number of unfortunate girls. Rates reason- 


in charge, SECOND POSTGRADUATE COURSE 

; Fy, April 16, 17, 18, 19, 1958 

Grace Schroer, Supt. WA 3-3577 


advised. All correspondence confidential. 
W's 
4911 E. 27th St.—K. C., Mo. Soeiaieme at the John B. Murphy Memorial Auditorium, 50 E. Erie St., Chicago 11, Il 


ALL PHASES OF TRAUMA WILL BE DISCUSSED BY LEADING TEACHERS 

BD > FROM CHICAGO’S FIVE MEDICAL SCHOOLS AND LEADING HOSPITALS, 

iB E L a. E v t E | L A | E AND AUTHORITIES FROM OTHER CITIES Also illustrated lectures 

for patient demonstrations, and question and answer periods 

N ervous an d M en t a | D i seases Registration fee: $50.00. Residents, interns, students free upon identification 

» from chief of service or dean 

EDWARD ROSS, M.D., Medical Director 

For application forms or information, address: Dr. John J. Fahey, Course 


BATAVIA, ILLINOIS PHONE: BATAVIA 1520 Choirman, 1791 West Howard Street, Chicago 26, Illinois 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistant-Residency in Obstetrics to graduates of Class 
A medical schools who have completed a one-yeor genera! internship. - : 
Residents in obstetrics and gynecology are chosen from this group. desirable assistants 


AMERICAN BOARD CREDIT 
Room, boord ond $75.00 monthly allowance. for your institution 
1336 Newberry Avenue Chicago 8, Illinois 


can be contacted thru 


BATTLE CREEK SANITARIUM ‘ 
92ND YEAR OF CONTINUOUS SERVICE A CLASSIFIED ADVERTISEMENT 


A general medical institution fully equipped for diagnostic and thera- 
peutic service. Close cooperation with home physicians in management 


of chronic diseases. e in the JOURNAL 


For rates and further information, address Box 101 e 


THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN 


MILKY WAY WITH 
5O MILLION STARS 


Tuanks to the medical profession, the evaporated milk 


way of bottle feeding has proved the successful way for 
50 million babies. 


And only a formula base which respects the judgment of 
the individual physician could have achieved such success. 


Here is the flexibility which permits the physician to 
tailor the formula to the individual baby . . . in 
carbohydrate content and by dilution of the milk to the 
exact strength desired. 


Here is adjustability which permits easy formula changes 
when required. 


Here is the higher level of protein recommended when 
cows’ milk is fed to babies. 


Here is maximum nourishment, sterility, added vitamin 
D in required amount, all at minimum cost to parents. 


Here is the formula base proved successful by clinical 
experience—50 million times. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING ¢ST.LOUIS I,MISSOURI 
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patients 
with 


colds 


appreciate the Novahistine LP effect 


because they get relief 


in a few minutes 


this relief continues / 


hours 


for as long as 12 


after a single dose of 2 tablets 


Each tablet contains: 
Phenylephrine hydrochloride... ..20 mg. 
Chlorprophenpyridamine maleate 4 mg. 
Supplied in bottles of 50 tablets. 


PITMAN-MOORE COMPANY 
{| Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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your patients of all ages benefit from 


Peri-Colace 


Colace and anthraquinone derivatives of cascara, Mead Johnson 


When defecation is infrequent because 
bowel motility is inadequate, Peri- 
Colace softens stools and stimulates 
peristalsis. You can specify capsules 
or syrup. 


Colace 


Dioctyl sodium sulfosuccinate, Mead Johnson 


When stools need softening but bowel 
motility is adequate, Colace softens 
stools for easy passage. You can spec- 
ify capsules, syrup or liquid (drops). 


Advice on Constipation leaflets are available 
in two versions: Colace (Lit.801); Peri-Colace 
(Lit. 802) —to save you time in instructing 
patients. For your copies, you are cordially 
invited to ask your Mead Johnson Represent- 
ative or write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 


& 


_ rom constipation distress | the Colace Family 
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